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Recently, mass arsenic poisoning of groundwater has emerged as a public health crisis 
issue in Bangladesh. Apart from hundreds of deaths that have already been reported, 70 
million people are estimated to be at high risk of developing deadly arsenicosis 
symptoms, including symmetric hyperkeratosis of the palms and soles, skin cancer, 
cancer of the kidneys and lungs, and diseases of the blood vessels. The severity and 
extent of arsenicosis have obliged the government of Bangladesh to declare it the 
“worst national disaster” the country has ever faced, and further to be deemed a “state 
of emergency.” To fight this pervasive public health disaster, the Bangladesh 
government has collaborated with the World Bank, WHO, UNICEF and various other 
international and national NGOs, which have channeled millions of dollars into 
implementing development projects to provide arsenic-free water to rural villagers. 
However, the majority of these projects have been rejected by the communities in which 
they have been instated and have thereby “failed”. 
 
In this context, this thesis explores two research problems: firstly, why do 
arsenicosis patients, despite having fairly easy access to biomedicine, utilize alternative 
healing services, and secondly, why do individuals who are suffering from arsenicosis 
reject options for arsenic-free water that could save them from this disease? To answer 
these questions, three areas have been identified for examination: (1) perceptions of 
arsenicosis by different social actors, (2) health-seeking behaviour of arsenicosis 
patients, and (3) community participation in arsenic mitigation strategies. Drawing upon 
ethnographic research conducted over a year in rural Southwestern Bangladesh, I first 
examine how arsenicosis is conceptualized and understood by different social actors, 
such as biomedical doctors, development planners and lay villagers. I articulate how 
biomedical professionals and development experts explain arsenicosis and then focus on 
how individuals, who are affected by arsenic poisoning, understand, experience and 
respond to this disease. By deconstructing the labels, vocabularies, etiologies and 
symptoms that individuals use to explain this disease, this thesis highlights how the 
biomedical reality of arsenicosis has been vernacularized as ghaa in practice. Taking 
this demonstration a step further, I analyze how such social construction of ghaa shapes 
health-seeking behaviour of subjects and their participation in mitigation strategies. 
This allows me to address these two questions through primary, ethnographic data. The 
ways in which biomedical and development professionals understand arsenicosis and 
even formulate solutions do not make cultural sense on the ground. Individuals affected 
by arsenicosis use a very different cultural logic and worldview to explain this disease. I 
therefore argue that their low participation in public health-care services and the failure 
of arsenic mitigation strategies are a result of a “mismatch” in understanding arsenicosis. 
This thesis thus suggests that local knowledge, socio-political and ecological factors are 
collectively crucial and should be reflected in development policy formulations. For any 
health and development intervention to be successful and sustainable, a bottom-up 
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THE RESEARCH PROBLEM 
 
 
In November 1998, the New York Times reported that a “young mother, Pinjira Begum 
found out that her own slow dying was nothing unusual, that tens of thousands of 
Bangladeshi villagers are suffering the same ghastly decay, their skin spotted like spoiled 
fruit and warts and sores covering their hands and feet” (Cited in Meharg 2005: 2; Cullen 
2008: 354). Pinjira Begum, a mother of three, had been abandoned by her husband due to 
arsenicosis, which she died from the following year. Her dying wish was: “please save 
my three children from the deadly arsenic” (Meharg 2005: 2). Pinjira Begum was one of 
the earliest known victims of arsenic poisoning in Bangladesh. Among many other health 
hazards, the levels of arsenic in the groundwater that Bangladesh is currently exposed to 
have led it to be declared as the “worst national disaster Bangladesh has ever faced” and 
further deemed a “state of emergency”. The mass poisoning of groundwater by arsenic is 
considered to be the “largest mass poisoning of a population in history” (Smith, Lingas, 
& Rahman 2000:1093; Meharg 2005: 3). In terms of the scale of exposure to the 
population and the arsenic concentration levels in the groundwater, Bangladesh is 
considered to be among the most seriously contaminated countries in the world. The 
groundwater of 59 (out of a total of 64) districts in Bangladesh is tainted with high 
concentrations of arsenic (The World Bank 2007). Apart from thousands of deaths having 
already been reported, about 85 million people are estimated to be at risk of developing 
arsenicosis symptoms, including symmetric hyperkeratosis of the palms and soles, skin 
cancer, cancer of the kidneys and lungs, and diseases of the blood vessels (Meharg 2005). 
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To fight this pervasive public health disaster, the government of Bangladesh has 
collaborated with the World Bank, World Health Organization (WHO), United Nations 
Children's Fund (UNICEF), Swiss Development Corporation (SDC) and various other 
international and national NGOs, which have invested millions of dollars in providing 
arsenic-free water to rural villagers. A majority of these projects, however, are rejected 
by the communities in which they are implemented, and have therefore “failed”. These 
“failures”, the continuing large scale of the problem and the tragedy of arsenicosis in 
Bangladesh have inspired the focus of this research. This thesis explores the question of 
why individuals who are suffering from deadly arsenicosis reject options that might 
provide them with arsenic-free water and that could save them from this fatal disease. It 
further explores why, despite the existence of high profile, interventional, government-
led initiatives, there is so little “success” in arsenic mitigation strategies. Why do arsenic 
mitigation strategies fail? Why do arsenicosis patients seek alternative healing services 
far more readily than biomedical options that are conveniently available?    
 
In an effort to address these questions from an anthropological perspective, I 
explore how different social actors, including biomedical doctors, development experts 
and villagers, understand the issue of arsenicosis. I explore how a rural community in 
Southwestern Bangladesh perceives, experiences and responds to this disease, which is 
biomedically labeled as arsenicosis
1
. It is important to examine the general health and 
illness beliefs and practices in rural Bangladesh and to observe how arsenicosis is 
understood and explained within such a framework. In addition, it is important to explore 
                                                 
1
 The English word Arsenicosis refers to a disease that is biomedically perceived to occur as a result of 
drinking arsenic-contaminated groundwater. The clinical manifestations of Arsenicosis are appearances of 
melanosis, keratosis, hyperkeratosis, cancer and gangrene at the extremities.    
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how such a social construction of arsenicosis departs from biomedical and official 
explanations, and to consider the general implications of such a departure on the health-
seeking behaviour of subjects and their participation in mitigation strategies. This 
approach to the analysis of arsenicosis may help solve the puzzle of why arsenic 
mitigation strategies fail. It is hypothesized that these mitigation strategies fail because of 
differential and contradictory perceptions and understandings of arsenicosis by different 
social actors.  
 
Before setting out the precise objectives of this study, it is helpful to explicate a 
general understanding of the magnitude of arsenic poisoning in Bangladesh. This 




1.2   THE “TUBEWELL REVOLUTION” AND A “WATER MIRACLE” 
 
About 97% of rural Bangladeshis depend on groundwater for consumption, irrigation and 
various other needs (Kinniburgh et al. 2003). Although tubewells have been in use since 
the 1940s for the purpose of extracting groundwater, the rate of installation was very 
slow until the 1970s (Meharg 2005; Smith, Lingas, & Rahman 2000). In the past, rural 
Bangladeshis would utilize surface water from ponds, rivers and dug-wells for their 
household consumption as well as for irrigation purposes. However, these water sources 
were highly contaminated with microorganisms and bacteria that cause various water-
borne diseases, such as diarrhoea, cholera and other gastrointestinal problems, leading to 
very high infant and child mortality rates (Black and Talbot 2005; Meharg 2005; 
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Ravenscroft, Brammer, and Richards 2009). During the 1970s, about 25 million people 
died every year due to the outbreak of such diseases (Meharg 2005: 6).  
 
Following independence in 1971, the Government of Bangladesh (GOB) urged 
the international community to assist in fighting against these water-borne epidemics. 
This call was met instantaneously with an international response. UNICEF came forward 
with a proposal to utilize groundwater, which was perceived to be free of contaminants. 
A specially designed hand-pump with a 1.5 inch PVC pipe was drilled into the ground to 
a depth of about 8-10 meters to tap into the groundwater. Rural communities liked this 
system, became accustomed to it and, by the year 2000, nearly 11 million tubewells had 
been drilled across rural Bangladesh (Cullen 2008: 350). The tubewell revolution created 
a “water miracle” by providing most rural households with the option of securing safe 
water. Owning a tubewell became a status symbol in rural Bangladesh and the age-old 
tradition of using water from dug-wells and ponds was abandoned (ibid 2008: 350). By 
1997, UNICEF had declared that it had surpassed its target of providing 80% of rural 
populations with access to safe drinking water (Smith, Lingas, & Rahman 2000: 1094). 
The impact of this water miracle was dramatic as there was a sharp reduction in water-
borne diseases, which was reflected in a reduced infant mortality rate from 151 per 
thousand in 1960 to 83 per thousand in 1996 (UNICEF 1998). The child mortality rate 
(among under 5-year-olds), due to water-borne diseases also dropped from 247 per 
thousand to 112 per thousand (Meharg 2005).     
 
Unfortunately and ironically, the water that once saved millions of lives now 
appears to be a major killer, since groundwater has been found to be contaminated with 
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high concentrations of arsenic. Almost unknowingly, for at least three decades, the 
Bangladeshis have been exposed to high arsenic toxicity levels by drinking arsenic 
contaminated groundwater. Although a voluminous amount of medical research has been 
conducted by national and international scholars and organizations on water-borne 
diseases and ways of eradicating them, not much thought has been given to the fact that 
arsenic may have contaminated groundwater. Neither the British Geological Survey 
(BGS) nor UNICEF, which tested the water quality and promoted groundwater for mass 
consumption in rural Bangladesh, has paid any attention to the fact that water should be 
tested for arsenic contamination, simply because there was no recognition that 
groundwater could be contaminated by arsenic. This gross inattention to these details has 
placed the lives of millions of people under serious health threat due to the emergence of 
arsenicosis.  
    
1.3   MAGNITUDE OF ARSENIC CONTAMINATION IN BANGLADESH 
 
The first arsenicosis patient was detected in West Bengal, India in 1983 when Dr. S. K. 
Saha, a dermatologist at the School of Tropical Medicine in Kolkata, began to observe 
mysterious skin lesions and warts on the palms and soles of many villagers in West 
Bengal (Meharg 2005; Ravenscroft, Brammer and Richards 2009). Although he 
understood that such lesions were a result of drinking arsenic contaminated groundwater, 
the issue did not receive widespread recognition until 1993, when Dr. Dipankar 
Chakraborti, an analytical chemist at the School of Environmental Studies (SOES) in 
Jadavpur University, Kolkata, reported the same skin diseases and campaigned 
persistently for more widespread attention to be paid to the issue. In 1995, as a result of 
the initiative of Dr. Chakraborti and SOES, the first international conference on arsenic 
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contamination and its health impacts was organized in Kolkata. The conference 
discussions highlighted that Bangladesh might also be affected by arsenic contamination 
given the geological similarities in the Bengal basin shared by Bangladesh and West 
Bengal. In 1998, a second international conference on arsenic was held in Dhaka in 
collaboration with the Dhaka Community Hospital (DCH) and SOES. The conference 
participants strongly suggested that a detailed survey of groundwater be conducted in 
order to map out the spatial spread of arsenic contamination. These successive 
international conferences and campaigns played a major role in drawing the attention of 
the government and international organizations to the problem of arsenic contamination 
in Bangladesh. 
 
 Although arsenic contamination was first detected in Bangladesh in 1993, no 
initiative was taken at first to survey the extent of the problem. It was Dipankar 
Chakraborti, along with a team from DCH, who surveyed 294 tubewells in the Chapai 
Nawabgonj district of Northeastern Bangladesh and found that 29% of the water samples 
had a high concentration of arsenic (Meharg 2005: 16). The same team conducted another 
survey in the Jessore district of Southwestern Bangladesh and found that 90% of 
tubewells there contained arsenic at higher than permissible levels (Biswas et al. 1998). 
After examining 7,364 individuals, Chakraborti and his colleagues found that one third of 
them suffered from arsenic-related skin lesions (Meharg 2005: 17). In 1998, the first 
extensive water survey was carried out by the British Geological Survey and Mott 
MacDonald Ltd. UK, under the project of Groundwater Studies for Arsenic 
Contamination in Bangladesh which was financed by the Department for International 
Development (DFID), UK. After examining about 2,000 water samples from 41 districts, 
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35% of the tubewells were found to contain arsenic at levels above 0.05mg/L (BGS 1999: 
160). [See map 1 below for spatial distribution of arsenic contamination in Bangladesh]: 
  
 
    
        Map 1: Arsenic Contamination in Bangladesh (Source: Smedley and Kinniburgh 2002) 
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In another study, the Bangladesh Rural Advancement Committee (BRAC) 
examined 51,685 tubewell water samples from Sonargaon Upazilla in the Narayanganj 
district and Jhikargachha Upazilla in the Jessore district, and found that 62% and 48% of 
tubewells, respectively, were contaminated with high concentrations of arsenic (BRAC 
2000). They also found a total of 403 patients in these two Upazillas who were suffering 
from chronic arsenic-related skin diseases. The largest project that has been conducted so 
far to explore arsenic contamination in Bangladesh is the Bangladesh Arsenic Mitigation 
Water Supply Project (BAMWSP), which was a US$ 44.4 million project jointly 
financed by the World Bank, SDC and the GOB. The project examined water samples 
from 3.04 million tubewells and found that 29.19% of them were highly contaminated by 
arsenic (The World Bank 2007). A total of 29,500 patients with arsenic-related skin 
lesions were identified and about 35 million people were found to be exposed to high 
arsenic toxicity levels to the extent that they might gradually develop arsenicosis 
symptoms in the near future. If exposure to arsenic through drinking water continues, 
about 85 million people would be at risk and the mortality rates due to arsenic poisoning 
are expected to increase substantially in the near future (The World Bank 2007; Paul 
2004; Ahmad, Goldar and Misra 2004). Given the magnitude of the problem, it has been 
stated that casualties of arsenic contamination may exceed those of the gas poisoning in 
Bhopal, India in 1984, and Chernobyl, Ukraine in 1986 (Smith, Lingas, & Rahman 
2000:1093). The United States Environmental Protection Agency (USEPA) has predicted 
that one out of every 100 individuals in Bangladesh will develop bladder or lung cancer, 
resulting in an epidemic of cancer, in the next 10 years (Meharg 2005: 17). 
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These staggering statistics reveal the extent of the crisis facing Bangladeshis in 
accessing safe drinking water. This human tragedy goes beyond issues of public health 
and it is literally a matter of life and death for millions of ordinary Bangladeshis. With 
this contextual grounding, I now list the approach I have taken in this thesis with an overt 
view to generating not just knowledge for its own sake but in order to provide feedback 
for mitigation strategies that will alleviate the problem of arsenicosis. 
 
1.4   RESEARCH OBJECTIVES 
 
Despite a severe impending public health disaster, medical anthropological research in 
recent years has paid very cursory attention to the problem of arsenic contamination, 
which is not confined to Bangladesh. We do not have enough information about how 
people who are suffering from arsenicosis make sense of this disease and how they live 
with and respond to this health crisis. Given the paucity of anthropological research in 
this area, this thesis seeks to explore how a lay community in rural Southwestern 
Bangladesh understands, experiences and responds to arsenicosis. I also seek to 
document the various arsenic mitigation strategies that are offered by the state, national 
and international organizations as solutions to the problem of arsenicosis. Led by my 
ethnographic data, I approach arsenicosis as an illness and attempt to understand how it is 
conceptualized and dealt with, within the general health and illness beliefs and practices 
of this rural Bangladeshi community.  
 
In order to achieve a holistic understanding of arsenicosis and its implications, 
three broad areas have been identified for examination: (1) popular perceptions of 
arsenicosis, (2) health-seeking behaviour of arsenicosis patients and (3) community 
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participation in arsenic mitigation strategies. A scrutiny of popular beliefs that are held, 
practices, social interactions and participation in mitigation strategies would generate 
significant empirical knowledge about how individuals on the ground understand and 
manage arsenicosis.  
 
1.4.1   Popular Perceptions of Arsenicosis 
 
I begin with the assumption that the story of arsenicosis cannot be related without taking 
into account the presence of multiple social actors, including arsenicosis patients, 
biomedical and alternative health service providers, state agencies and development 
experts who plan mitigation strategies. On the basis of their experiences, each of these 
social actors constructs different realities of arsenicosis. Thus, one objective of this study 
is to understand how different social actors perceive arsenicosis. In this regard, this thesis 
explores how a community in rural Southwestern Bangladesh understands, explains and 
experiences arsenicosis. It is critical to establish the particular labels, vocabularies, local 
taxonomies, etiologies and symptoms that villagers use to explain this disease. This thesis 
thus addresses the following questions: what are the general health and illness beliefs and 
practices in rural Bangladesh and how is arsenicosis conceptualized within such a 
domain? How is arsenicosis experienced, categorized, diagnosed and managed by the 
patients themselves? Does arsenicosis, explained biomedically as a disease and denoted 
through the use of an English term, make sense to a predominantly Bengali speaking 
community in rural Bangladesh? How, then, is arsenicosis vernacularized in this local 
context? How do biomedical practitioners and development experts perceive and explain 
arsenicosis and offer solutions to it? How do popular perceptions of arsenicosis depart 
from the biomedical constructions of it, which are adapted in official and developmental 
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discourses? Responses to these questions via primary ethnographic material enable me to 
address another field of inquiry: the implications of the social construction of arsenicosis 
by patients on their health-seeking behaviour and their participation in mitigation efforts 
that are offered by the state and development organizations.  
 
1.4.2    Health-seeking Behaviour of Arsenicosis Patients 
 
The second objective of this study is to determine why and how patients make choices 
between health care options. Why do patients extensively utilize alternative healing 
services rather than biomedicine, which is readily available to them? To answer this 
question, this thesis explores the therapeutic management of arsenicosis with particular 
reference to the ways in which this disease is understood, recognized, managed and 
treated. In order to explore health-seeking behaviour of patients, I focus on the different 
therapeutic options that are available to them within the medically plural context of rural 
Bangladesh. I do not take medical pluralism for granted but rather, treat it as a problem, 
given the many intersecting and syncretic ideologies, beliefs and practices that are 
observed and accessed by both practitioners and users in a pluralistic medical setting. My 
method is more focused on the actual utilization of different medical systems than a 
simple survey of the existing options in theory. Starting from rudimentary home-based 
treatment, I delineate the other formal and informal medical systems utilized by patients, 
with a view to documenting how individuals make sense of different health-care options 
and the factors that shape their decision-making processes. I explore the link between the 
social construction of arsenicosis and the ways in which this shapes the health-seeking 
behaviour of the affected individuals. While exploring these health-seeking processes, I 
concentrate on the perspectives from patients, their family members and health service 
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providers in order to achieve a comprehensive and in-depth understanding of the 
treatment processes of arsenicosis in rural Bangladesh. 
 
1.4.3    Participation in Mitigation Strategies 
 
The third objective of this study is to answer a critical question: why do villagers who are 
suffering from the deadly disease arsenicosis reject options that might provide them with 
arsenic-free water and could save them from this disease? In addressing this query, I 
focus on two development projects, the Bangladesh Arsenic Mitigation Water Supply 
Project (BAMWSP) and the GlaxoSmithKline (GSK) project, which were aimed at 
providing arsenic-free water to the community but have failed on all counts. I critically 
examine the ways in which villagers, the state agencies and development experts were 
involved in these projects. I explore the link between how villagers understand 
arsenicosis and the ways in which this understanding shapes their participation in 
mitigation strategies. It is pertinent to examine how development experts perceive the 
problem of arsenicosis which subsequently shapes solutions that are offered by them. A 
critical (re)examination of the development project and its processes is required in order 
to establish whether the priorities and expectations of villagers are reflected in these 
mitigation strategies. Alternatively, are these projects merely imposed from the top, 
ignoring local cultural, political and environmental priorities? I do not take 
“development” and its processes for granted but rather, problematize them, both 
conceptually and practically. In this perspective, my work draws on a poststructuralist 
critique of development, particularly from the works of Escobar (1991; 1995) and 
Ferguson (1990), who have demonstrated that development is inevitably a political and 
hegemonic effort that ends in failure and can create the conditions that promote poverty, 
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violence and unintended consequences. Thus, in this study, I explore how the treatment 
and mitigation strategies vis-à-vis arsenicosis become political phenomena on the ground. 
At the same time, I examine how the cultural, political and local context is crucial in 
ensuring the success of development projects; however, these are often neglected by 
development planners, leading even well-intentioned development projects toward failure. 
 
Although arsenicosis poses a major public health threat in Bangladesh, no 
systematic anthropological study has thus far been conducted on this issue. Only sporadic 
geological and water quality studies have been carried out. Medical anthropological 
research from the perspective of patients is nonexistent. No substantial initiative has been 
taken up to document the perceptions, experiences and health-seeking behaviour of 
arsenicosis patients. This dissertation thus attempts to address this dearth of knowledge 
and produce ethnographic material about the socio-cultural aspects of arsenicosis that 
would be helpful for the government, NGOs, policy planners, development practitioners 
and other interested parties. From a practical angle, the findings of this study would help 
to further conceptualize the problem of arsenicosis in a way that would help foster better 
health care services and sustainable development strategies for rural Bangladeshis.    
 
1.5    CHALLENGES OF AN ETHNOGRAPHIC APPROACH 
 
There is a lack of previous anthropological research on arsenicosis in Bangladesh and my 
study seeks to address this dearth of knowledge. However, the ethnographic approach 




I used the ethnographic method to generate lay, everyday conceptions of 
arsenicosis and to document how this is experienced on the ground. But I acknowledge 
that this is only one possible mode of understanding arsenicosis, although a highly 
valuable one. I am aware that there are many features of arsenicosis that the ethnographic 
perspective does not allow me to capture, and it is important to recognize the many other 
ways of approaching and understanding arsenicosis. For this reason, it is important to 
balance the ethnographic approach with insights from other theoretical perspectives and 
methodologies, such as public-health discourse and political-economy of health and 
public policy. In this thesis my focus is neither to criticize biomedical explanations of 
arsenicosis in a judgmental manner, nor do I rule out the value of socio-cultural and lay 
knowledge of ghaa as perceived and experienced by my subjects. My point is to show a 
clear mismatch between these two constructions to answer important theoretical 
questions and the implications of this mismatch for health-seeking behaviour of patients 
and their participation in mitigation strategies. 
 
In-depth conversations and interviews about arsenicosis and general health beliefs 
were conducted in Bangla. I was, however, aware that my fieldwork data had to be 
translated into English and ethnography had to be written to be examined by my 
supervisors, examiners, and wider academic audience mostly based in the Anglo-cultural 
context (Asad 1986). While engaged in such “cultural translation”, playing the role of 
what Abu-Lughod (1991) calls “halfies”, I strive to be faithful to my respondents in that 
their voices and narratives are not reduced, mutilated or distorted (Clifford 1983; Colic-
Peisker 2004). In reporting my findings, I have directly quoted statements from my 
respondents as much as possible. Although all quotations in this thesis are my own 
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translations, I have sometimes re-organized some sentences to better elicit the meaning of 
the text. 
 
Another methodological challenge of this study was my own position in the field 
as a “native” anthropologist. While acknowledging that a native anthropologist 
documents an “insider‟s” perspective, critics have also raised questions about objectivity 
and if it is possible to remain value-free in the analysis of data of one‟s own culture. The 
issues of objectivity and subjectivity are complex. According to Kleinman, “If he chooses 
to study his own culture, however, the researcher must systematically alienate himself 
from his inner model of the system within which he is an actor, a most difficult task” 
(Kleinman 1980: 26). In order to avoid the possibility of bias, I maintained self-
awareness about my own position of being an insider and how this positionality might 
affect my research. Although I do not claim that I have fully managed to detach myself 
from the social systems within which I occupy an insider‟s position, a reflexive position 
has enabled me to be conscious about being ethnocentric and uncritical. Such a role 
conflict is not unique, given that many other anthropologists face such dilemmas (Colic-
Peisker 2004; Kloos 1969; Tsuda 1998). In fact, it must also be noted that I found 
familiarity with my own culture and language to be more advantageous in the task of 
conducting fieldwork and research on health beliefs and practices in rural Bangladesh. 
 
 
1.6   DISSERTATION OUTLINE 
 
This dissertation consists of eight chapters. Chapter 1 has provided an overview of the 
study, with particular reference to the research problems, the magnitude of the arsenic 
problem in Bangladesh and the objectives of this study. 
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Chapter 2 discusses theoretical and conceptual perspectives that are relevant to 
this study. I argue that a holistic understanding of arsenicosis requires theoretical 
openness and pluralism. Arsenicosis is not just a “disease” that is experienced by 
individuals but a microcosm of many cultural, political and global forces that shape its 
processes. A wider understanding of arsenicosis necessitates a focus on three theoretical 
frameworks: (1) social constructionism (Schutz 1962, Berger and Luckmann 1966, 
Schutz and Luckmann 1973), (2) critical medical anthropology (Baer 1982; Singer 1985, 
1990; Singer & Baer 1995), and (3) a poststructuralist critique of development (Escobar 
1995; Ferguson 1990). Apart from these, a number of other concepts such as “medical 
pluralism” and “health-seeking behaviour” are invoked, given their relevance to this 
study.  
 
Chapter 3 describes the research design and methodologies of this study with 
particular reference to the ways in which I conducted fieldwork and experienced the 
“field”. I familiarize the reader with the village in Southwestern Bangladesh in which I 
conducted my primary fieldwork. I have relied on participant observation and semi-
structured interview methods as my primary data collection strategies, which have 
allowed me to follow the everyday lives and experiences of arsenicosis patients and to 
acquire an in-depth understanding of the problem in question.  
  
Chapter 4 explores the politico-historical evolution of Bangladesh and details how 
different medical systems have evolved in line with political developments in Bangladesh. 
I argue that a number of discrete medical systems have defined the medical landscape 
through the ancient, colonial and contemporary periods and how they have contributed to 
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the current pluralistic medical system in Bangladesh. I then focus on post-colonial 
Bangladesh in order to demonstrate the constraints faced by the public health care system, 
which creates ample space for burgeoning alternative health care services.  
 
I then move on to describe general background information about arsenic, with 
particular reference to the global presence of arsenic contamination, its causes and health 
consequences. I demonstrate that a biomedical and scientific construction of arsenicosis 
is the norm, rather than an exception. I further contend that biomedical constructions of 
arsenicosis highlight only the anatomical, physiological and clinical aspects of it, 
ignoring many dynamic cultural, politico-religious aspects of everyday life through 
which lay individuals understand, explain and experience arsenicosis.  
 
Chapter 5 begins to present my primary ethnographic material, starting with 
popular perceptions of arsenicosis. I conceptualize arsenicosis within the general health 
and illness beliefs and practices of rural Southwestern Bangladesh, and then illustrate 
how arsenicosis is explained within this cultural paradigm. By examining the particular 
vocabularies, labels, etiologies and categories that villagers use to talk about this disease, 
this chapter demonstrates how the biomedical category of arsenicosis is vernacularized as 
ghaa
2
 in practice. I argue that such social constructions of ghaa are important as they 
shape the subsequent health-seeking behaviour of subjects and their participation in 
mitigation strategies.  
 
Chapter 6 illustrates health-seeking behaviour of arsenicosis patients in a 
medically plural context. I explore how arsenicosis is diagnosed, managed and treated. 
                                                 
2
 Literally, ghaa is a Bengali word which refers to a category of skin disease. Villagers locally use the term 
ghaa to refer to the symptoms biomedically labeled as arsenicosis.     
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The various health care services that are available for arsenicosis patients are described. I 
further question why arsenicosis patients use alternative healing services more 
extensively than allopathic medicine. To answer this question, I demonstrate the link 
between the social construction of ghaa and they ways in which it shapes the health-
seeking behaviour of subjects. It is argued that lay perceptions of ghaa guide individuals 
to seek alternative healing services, which is believed to be highly, if not more, 
efficacious than biomedicine. It is further argued that both patients and alternative healers 
share similar cultural knowledge and disease etiologies of arsenicosis as ghaa, which 
places both actors on the same platform, and allows them to easily share and 
communicate. Such shared understandings produce a strong basis for the survival of 
alternative healing services in rural Bangladesh.             
 
Chapter 7 examines two development projects, the BAMWSP and GSK, which 
were aimed at providing arsenic-free water, but were rejected by the community in which 
they were implemented, and therefore “failed” to achieve their goals and objectives. I 
argue that the failure of these projects is primarily due to the “mismatch” in the 
understanding of arsenicosis by the community and development experts. The ways in 
which development experts perceive arsenicosis and prioritize solutions to the problem 
do not make cultural sense on the ground. It is demonstrated that development planners 
grossly failed to realize local perceptions and priorities about arsenicosis and have 
ignored many cultural, political and technical aspects under which these projects were to 
be implemented, thus leading to the failure of these development projects.  
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Finally, Chapter 8 summarizes the main arguments and findings of this thesis. I 
argue that biomedical constructions limit our understanding of arsenicosis to the realms 
of physiological and clinical manifestations, which discount many dynamic socio-cultural, 
political and ecological aspects of everyday life through which arsenicosis is understood, 
explained and responded to. I argue that social constructions of ghaa are important in 
determining the subsequent health-seeking behaviour of subjects and their participation in 
mitigation strategies. The extensive prevalence and use of alternative healing services and 
the failure of arsenic mitigation strategies are mostly due to differential perceptions of 
arsenicosis by various social actors, such as biomedical professionals, development 
experts and lay villagers. Development plans that are uninformed of the local socio-
cultural, political and ecological priorities, under which these projects are to be 
implemented, are doomed to failure. In order to ensure the success and sustainability of 
development projects, this thesis suggests that development planners should understand, 
address and accommodate lay perceptions, expectations and priorities as well as the ways 
in which the actual beneficiaries assess their problems. By recognizing local knowledge 
and priorities, both development planners and health service providers would have a 
deeper cultural understanding of the problem, which would allow them to formulate 
development projects and health services in ways that would contribute to greater success 
and sustainability.     
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2 
THEORETICAL AND CONCEPTUAL FRAMEWORKS 
 
 
2.1    INTRODUCTION 
 
Theoretically, tasks and priorities of contemporary medical anthropology are not merely 
to engage in a conventional village or community-based health-care systems or health-
seeking behaviour in isolated modes; rather recent trends and shifts in medical 
anthropology incorporate wider political-economic factors that inevitably shape health, 
illness and health-seeking processes of subjects (Singer & Baer 1995; Scheper-Hughes 
1990; Turner 1995). In my study, I do not restrict my understanding of arsenicosis as a 
disease manifested in physiological and clinical conditions; rather I consider it as an 
illness understood, experienced and responded to by lay individuals in dynamic socio-
historical, political-economic, ecological and developmental interventionist contexts. I 
agree with Turner (1995: 14) who notes that: 
 
…given the complexity of health and illness in contemporary societies, various theories 
and methodologies will be necessary for medical sociology to develop an adequate 
perspective on medical phenomena. Illness, rather like crime, will not be explained 
satisfactorily in sociology by a narrow, unidimensional approach. Given the social 
character of chronic illness in advanced societies, a broad, multidisciplinary approach is 
necessary. 
 
 I thus argue that theoretical openness and pluralism are essential for understanding 
health and illness generally, and arsenicosis in particular, which will incorporate the 
complex intersections of individual, social, political and ecological factors. To illuminate 
such interconnectedness of these processes, three theoretical frameworks are helpful: 
social constructionism (Schutz 1962; 1967, Schutz and Luckmann 1973; Berger and 
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Luckmann 1966), critical medical anthropology (Baer 1982; Singer 1985, 1990; Singer & 
Baer 1995), and post-structuralist critique of development (Escobar 1991; 1995; 
Ferguson 1990; Friedman 2006; Mohan 1997; Rahnema & Bawtree 1997). Apart from 
these theories, such concepts as “medical pluralism” and “health-seeking behaviour” 
need to be re-conceptualized to adequately understand arsenicosis. The following 
discussion presents elements of each of these theoretical and conceptual ideas which 
frame the theorizing offered in this research. 
 
2.2    CONCEPTUALIZING ARSENICOSIS THROUGH SOCIAL 
CONSTRUCTIONIST APPROACHES 
 
In this thesis I have used social constructionism as a tool to understand the ways in which 
socio-cultural factors shape “the knowledge base which produces our assumption about 
the prevalence, incidence, treatment and meaning of disease” (Brown 1995: 34). 
Although social constructionism has been widely used, the definition of this perspective 
remains unclear, since there is rarely any unitary social constructionist theory or 
perspective. Alfred Schutz is considered to be the pioneer in the field of social 
constructionism through his influential books The Phenomenology of the Social World 
(1967) and The Structures of the Life-World (1973). Later on, based on the ideas of 
Alfred Schutz, Peter L. Berger and Thomas Luckmann developed the idea of social 
constructionism through their work The Social Construction of Reality (1966). From 
these foundational works, I have identified two distinctive but overlapping concepts for 
my purpose: “reality” and “knowledge”. It is pertinent here to take into account the 
epistemological characteristics of these two concepts to demonstrate the ways in which 
they are relevant in the context of my research.  
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“Reality”, as Berger and Luckmann define it, is socially constructed and 
“knowledge” refers to the “certainty that phenomena are real and they possess specific 
characteristics” (Berger and Luckmann 1966: 1). These characteristics are evident that 
reality is taken for granted, patterned and shared. Berger and Luckmann argue that reality 
is grounded and produced in everyday life, which is taken for granted by members who 
actively participate in it through “subjectively meaningful conduct of their lives” (Berger 
and Luckmann 1966: 20). Reality thus originates in the thoughts and actions of 
individuals in the social process and, in the “natural attitude”, they are considered “taken 
for granted and self-evidently real” (Schutz and Luckmann 1973: 4). Reality is simply out 
there and it is self-evidently real as part of our everyday life. Another crucial 
characteristic of reality is that it is ordered and patterned in a way that appear 
independent of individual‟s apprehension or already objectified in an orderly manner 
“that have been designated as objects before my appearance on the scene” (Berger and 
Luckmann 1966: 22). Here, language appears as an essential tool that continuously 
provides individuals with necessary meaning, ordering and objectification of everyday 
life. Through language, individuals communicate with others to create a meaningful and 
commonsense order of everyday life.  
 
Reality is thus shared and constructed intersubjectively. Individuals are not alone 
in their everyday life but are part of a larger web of social relationships that are shared 
with others, “my life-world is not my private world but, rather, is intersubjective; the 
fundamental structure of its reality is that it is shared by us” (Schutz and Luckmann 1973: 
4). This sharing is made possible through constant interaction and communication with 
other fellow members of society. Reality is, therefore, constructed through reciprocity 
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and experiencing the world in the same way as experienced by others. Thus, the 
construction of reality is an ongoing process of negotiation and correspondence between 
“my meanings” and “their meanings” through which a commonsense reality is 
established (Berger and Luckmann 1966: 23). The reality and its processes cannot be 
separated. We must seek to understand the processes by which a taken for granted and 
commonsense “reality” is established. The production of knowledge and reality are 
inherently intersubjective, as they are “developed, transmitted and maintained in social 
situations” (Berger and Luckmann 1966: 3). In a constructionist framework, the process 
of knowledge production is neither automatic nor natural, but is a result of a dynamic, 
interactive and mutual enterprise of individuals in a web of relationships. 
 
My research on arsenicosis fits into the broader framework of social 
constructionism to explore the ways in which commonsense knowledge about arsenicosis 
is constructed, negotiated and (re)produced in a particular socio-cultural setting of 
Southwestern Bangladesh. Arsenicosis patients are not isolated individuals but are part of 
larger societal settings. They are interactively, pragmatically and consciously engaged 
with other members of society within the family, village and beyond. Their life-world is 
shared with significant others, such as the family members, relatives, friends, health 
service providers and NGO activists. These significant others, in conjunction with 
arsenicosis patients, produce a vast stock of knowledge about arsenicosis, which is 
anthropologically interesting to explore. Thus, any meaningful study relating to the social 
construction of arsenicosis must take into account these larger social processes within 
which knowledge is produced, shared and negotiated.  
 24 
Schutz‟s (1962) “first order” and “second order” constructs provide insights to 
demonstrate how knowledge is constructed from the reality of everyday life. Schutz 
argues that knowledge is socially constructed through interactions and conversations 
among subjects through their participation in everyday life (Schutz 1962; 1967). The 
reality or stock of knowledge produced in everyday life is considered to be “first order” 
concepts which are specific, real, obvious and simply there (Schutz 1962). It is the 
responsibility of the sociologists to explore these “first order” concepts to produce a more 
general and systematic “second order” sociological knowledge. Here, Schutz suggests we 
conduct empirical research through participant observation to explore how meaning is 
produced in everyday life. Schutz (1962: 6) illustrates: 
 
The thought objects constructed by the social scientists refer to and are founded upon the 
thought objects constructed by the common-sense thought of man living his everyday life 
among his fellow-men. Thus, the constructs used by the social scientists are, so to speak, 
constructs of the second degree, namely constructs of the constructs made by the actors 
on the social scene.  
 
My research closely links up with Schutz‟ argument in that the reality of arsenicosis is 
constructed through socially negotiated and shared processes. It is especially important to 
explore the everyday life of arsenicosis patients to understand the ways in which they 
produce “first order” construct of this disease. To do this, it is crucial to explore the 
specific vocabularies, disease etiologies, signs and symptoms that patients use to explain 
this disease. To understand such first order construct of arsenicosis, it is important to 
explore the everyday beliefs and practices of the patients. Medical anthropologists 
interested in studying any illness must take into account the processes through which 
patients experience their lives and share their life-world with other members of society. 
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By illuminating such social processes and shared worldviews, medical anthropologists 
would be in a better position to construct second order ethnographic knowledge.  
 
Social constructionist framework continues to be useful in illustrating doctor-
patient interactions in negotiating meaning of health and illness (Turner 2000). Jeffery & 
Jeffery (1993) illustrate the social organization of childbirth in Bijnor of North India and 
argue that “the practice of midwifery in any one place is conditioned by a wide set of 
social, economic, and symbolic considerations that give it particular shape and meaning” 
(Jeffery & Jeffery 1993: 9). It is argued that the traditional knowledge of midwives is 
acquired over centuries of observation and experience (Ehrenreich and English 1978: 33). 
Popular knowledge of childbirth thus departs from western biomedical knowledge. In 
another example, Kaufert and O‟Neil (1993) examined the perception of risk in childbirth 
held by clinicians, epidemiologists and Inuit women to illustrate how biomedical 
construction departs from the local social construction of knowledge and experience. 
They argue that risk of childbirth is biomedically perceived as “objective, scientific and 
expressible in numbers”, whereas Inuit women‟s perception of risk is subjective, cultural 
and acquired through everyday experience over generations (Kaufert and O‟Neil 1993: 
50). Biomedical constructions are thus challenged by everyday knowledge on the ground 
and the biomedical authority is “variously taken up, negotiated, or transformed by 
members of the lay population in their quest to maximize their health status and avoid 
physical distress and pain” (Lupton 1994: 94-95).  
 
It is pertinent here to explore how arsenicosis is variously perceived and 
explained by different social actors, such as arsenicosis patients, biomedical doctors and 
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development professionals. Here, my argument links up with a particular aspect of social 
constructionism that Berger and Luckmann identify as “multiple realities” to demonstrate 
“different objects present themselves to consciousness as constituents of different spheres 
of reality” (Berger and Luckmann 1966: 21). Clearly, arsenicosis patients are just one 
group of social actors amongst many others. In a societal setting, they encounter many 
other actors in their everyday life such as friends, relatives, alternative medical 
practitioners, biomedical doctors and development activists. Each of these actors 
produces quite different realities about arsenicosis. The reality of arsenicosis constructed 
by patients themselves is different from realities constructed by others, say, biomedical 
doctors and development planners. It is thus interesting to examine how different realities 
of arsenicosis are constructed, how they depart from each other and the implications of 
such a departure for health-seeking behaviour of subjects and their participation in 
mitigation strategies. Berger and Luckmann argue that the transition from one reality to 
the other is often experienced as shocking (Berger and Luckmann 1966: 21). This might 
be true that arsenicosis patients may not conform to the biomedical and developmental 
explanations of arsenicosis; rather they may have their own cultural explanations of it 
through handling the disease in everyday life.  
 
Thus far, I have demonstrated how social constructionism can be helpful to 
explore the ways in which a biomedical reality of arsenicosis is vernacularized in 
everyday life. I argue that a meticulous phenomenological analysis would be useful to 
understand the various layers of experiences and different structures of meaning that 
contribute to socially construct arsenicosis as a reality (Berger and Luckmann 1966: 21). 
Many recent medical anthropological works find social constructionism useful for 
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examining the human experiences of illness, its symptoms and sufferings (Kleinman 
1978; 1980; 1986; 1988; Lindenbaum & Lock 1993; Mattingly & Garro 2000).  
 
Although social constructionism is useful in my study, I am aware that this 
perspective and its use in social science research are highly controversial. Several 
limitations of this approach have been highlighted by critics. It is argued that this 
perspective is narrow and limited, and does not comprehensively illustrate the complex 
and multi-dimensional contexts such as health, illness and health-care systems (Weinberg 
2009). According to Brown, “it refuses to accept any elements of a structural perspective, 
in particular the notion that fundamental social structure of society play key roles in 
health and illness” (Brown 1995: 35). Bury (1986) has identified at least four inherent 
limitations of social constructionism: (1) the problem of incoherence, (2) the problem of 
pragmatism, (3) the lack of reflexivity, and (4) the problem of relativism. Bury argues 
that if we consider all forms of knowledge as „discourses‟, then there is no room for 
constructionism. He further argues that if all forms of knowledge are socially constructed, 
then social construction itself must be socially constructed. As Bury (1986: 152-53) notes: 
 
In fact, if knowledge and methods of enquiry are held to construct rather than disclose 
reality we are bound (as Foucault recognizes) to include human sciences, including 
critical thought in the process as well. This places us in a circle from which there appears 
to be no escape. If rationality cannot be treated as external to social forms, as a means of 
understanding reality or adjudicating accounts, what methods are available to evaluate the 
books, articles and arguments which put this view forward.  
 
Despite such limitations, a social constructionist framework appears to be helpful in my 
research in uncovering particular vocabularies, labels, etiologies that individuals use to 
denote this illness. To illuminate such processes through which knowledge of arsenicosis 
is produced, I agree with Berger and Luckmann that “the method we consider best suited 
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to clarify the foundations of knowledge in everyday life is that of phenomenological 
analysis, a purely descriptive method and, as such, “empirical” but not “scientific” 
(Berger and Luckmann 1966: 20).  
 
2.3 CRITICAL MEDICAL ANTHROPOLOGY: 
SITUATING ARSENICOSIS INTO THE POLITICAL ECONOMY 
 
Although social constructionism, as just argued, is helpful in this study, it only partly 
analyzes the complex scenario vis-à-vis arsenicosis. For arsenicosis to be studied 
holistically, a broader theoretical framework is required, of which the critical medical 
anthropological perspective is a constituent part. Here, my approach is built upon the 
works of Baer (1982); Singer and Baer (1995); Singer (1986, 1990, 1995), Morsy (1979; 
1990) and Scheper-Hughes (1990). Drawing on ideas from dependency theory, critical 
medical anthropology highlights two important features of contemporary health-care 
systems: firstly, how the capitalist world-system plays a role in producing illness, disease 
and mal-distribution of health care, and secondly, how the macro level politico-economic 
situation influences and shapes micro level health-care systems and health-seeking 
behaviour of individuals (Baer 1982; Baer & Singer 1995). Critical medical anthropology 
examines health and illness within the “larger political economic forces that pattern 
human relationships, shape social behaviour, and condition collective experience, 
including forces of institutional, national and global scale” (Singer 1986: 128). Those 
who work within this critical perspective argue that subjective perception and lay 
knowledge are deeply influenced by socio-cultural and political factors around. As Lock 
and Scheper-Hughes (1990: 49-50) argue: 
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The task of a critical-interpretive medical anthropology is, first, to describe the variety of 
metaphorical conceptions (conscious and unconscious) about the body and associated 
narratives and then to show the social, political, and individual uses to which these 
conceptions are applied in practice. When using such an approach, medical knowledge is 
not conceived of as an autonomous body but as rooted in and continually modified by 
practice and social and political change.  
 
Singer (1986) argues that conventional medical anthropological research conducted in a 
particular setting with micro perspective is no longer useful in understanding complex 
health-care systems. He insists that to make anthropology truly holistic, a macro 
perspective is required, one that political economy approaches offer, since “we cannot 
comprehend the contemporary world unless we understand global economic processes 
and class relationships brought into existence by the growth and spread of capitalism” 
(Singer 1986: 128). However, a one-dimensional macro perspective alone cannot 
facilitate this task either. A combination of macro and micro perspectives is required to 
examine how the wider macro structural conditions shape everyday lives of subjects on 
the ground (Turner 1995: 5). Singer thus argues that a critical medical anthropology 
should study the ways in which macro-level political economy affects the micro-level 
understanding and experience of health and illness (Singer 1986). Baer argues that a 
political economic perspective has been revived due to a “growing dissatisfaction with 
functionalism and the failure of many studies to place an analysis of health problems and 
the organization of medical care in a larger societal context” (Baer 1982: 12).  
    
Those who advocate critical medical anthropology often argue that a wider 
perspective could be helpful to incorporate the intersections of politics, economics and 
social relations of health and illness. Baer and Singer (1995: 63), for example, propose 
four different levels of analysis to study any health and illness-related issue: the macro-
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social level that analyzes capitalist world system and global economic expansion; the 
intermediate social level that articulates health-care institutions, policy and decision 
making; the micro-social level that focuses on physician and patient interaction; and 
finally, the individual level that examines patients‟ perception, experience and response 
to illness.  
 
I find critical medical anthropology insightful for generating a comprehensive 
understanding of arsenicosis. I argue that arsenicosis is not just a disease experienced by 
individuals; rather such subjective experiences are shaped by many social, political-
economic and ecological factors. I thus argue that critical medical anthropology offers a 
perspective which places individuals in a larger web of relationships – a approach that is 
essential for this study. In studying arsenicosis, it is important to recognize that patients 
are just one actor amongst many others, such as NGOs, health service providers, state 
agencies and international financing bodies (like The World Bank, WHO, UNICEF). All 
of these actors constitute part of a larger web of interconnectedness, as Wolf argues “the 
world of human kind constitutes a manifold, a totality of interconnected processes, and 
inquiries that disassemble this totality into bits and then fail to reassemble it falsify 
reality” (Wolf 1982: 3) within which individuals are located.  
 
We know that from their headquarters in the USA, the World Bank, WHO, 
UNICEF and many other international organizations channel millions of dollars to 
remote corners of the rural Bangladesh for providing arsenic mitigation options. Rural 
Bangladeshi villagers are incorporated into global capitalist enterprises through various 
development projects funded by these named agencies. Thus, any study of health and 
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illness in rural Bangladesh must acknowledge and examine these larger processes and 
their role in understanding arsenicosis. Being influenced by critical medical anthropology, 
I have found it imperative to explore how the wider political economic factors have an 
impact on the micro level processes in rural Bangladesh. How do such global actors 
shape agency at the local level? How does an apparently non-political health matter of 
arsenicosis preeminently appear as a political phenomenon on the ground? A critical 
perspective is required to disentangle these processes for which we need “to investigate 
all of these aspects of human life in relation both to each other and to the broader and 
crosscutting set of political economic relations that condition their very nature” (Singer & 
Baer 1995: 73). 
 
2.4    POST-STRUCTURALIST DEVELOPMENT DISCOURSE: 
CONCEPTUALIZING DEVELOPMENT PROJECTS AS “FAILURE” 
 
A post-structuralist development discourse provides insights for examining development 
projects, which were implemented in rural Bangladesh for fighting against arsenicosis. 
Rather than taking development and its processes for granted, I problematize them. I 
argue that development is “Eurocentric, patriarchal and disciplining” (Mohan 1997), it is 
an imposition of science as power (Nandy 1988), it does not work (Kothari 1988), and it 
ends up in “failure”, “underdevelopment”, “poverty” and “unintended consequences” 
(Escobar 1988, 1991, 1995, 2000; 2004; Ferguson 1990; Esteva 1992; Mohan 1997; 
Nederveen 2000; Nustad 2001; Rahnema & Bawtree 1997). The impulse of post-
structuralist development mostly rests upon the notions of discourse and deconstruction, 
as proposed by French philosophers such as Foucault and Derrida, to refer to the ways in 
which language and power play an instrumental role in (de)constructing knowledge, 
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meaning and identity (Foucault 1972). As far as development is concerned, discourse 
analysis is decisive in making sense of “the often fragile means by which knowledge 
about „development‟ or „other‟ societies is produced and circulated” (Corbridge 1995: 
xiii).    
 
My analysis in this study is influenced by the works of Arturo Escobar who 
argues that development is hegemonic, through which western countries dominate, 
control and exploit the so-called “Third World” countries (Escobar 1995). The 
establishment of the International Monetary Fund (IMF), the World Bank and many other 
international financial institutions ensure that these Third World countries be equipped 
with “the material and organizational factors required to pave the way for rapid access to 
the forms of life created by industrial civilization” (Escobar 1988: 429). Thus, 
development installs “a system that brought together all of those elements, institutions, 
and practices creating among them a set of relations which endured their continued 
existence” (ibid: 430). With the establishment of these multilateral financial institutions, 
the so called “poor” and “Third World” countries “became the target of an endless 
number of programs and interventions that seemed to be inescapable and that ensured 
their control” (ibid: 430). The Third World is constructed in such ways that would allow 
“experts” of these institutions to prescribe appropriate course of action for promoting 
development. Despite long periods of intervention, however, poverty and 
underdevelopment persist. These development projects, Escobar argues, do not only fail 
but culminate into a destructive force to produce “massive underdevelopment and 
impoverishment, untold exploitation and oppression...the debt crisis, the Sahelian famine, 
increasing poverty, malnutrition, and violence” (Escobar 1995: 4).  
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I find Escobar‟s argument relevant in my study to demonstrate the processes by 
which the World Bank, UNICEF, and SDC construct Bangladesh as a suitable object for 
intervention through the BAMWSP and the GSK projects. I seek to unveil the power 
relationships in development projects in order to demonstrate the ways in which agendas 
are set and priorities are ranked. At the micro level, it would be interesting to explore the 
ways in which international development initiatives are negotiated, evaluated and even 
resisted. Even more interesting anthropologically are the ways in which development 
projects have been variously taken up, understood, explained and experienced by 
different social actors. Are the rural Bangladeshis just passive recipients of international 
development projects? Do they actively take part into these processes? Or, how do they 
evaluate these development projects? Why do individuals, who are suffering from deadly 
arsenicosis, reject options that might provide them arsenic-free water? These are 
interesting questions to be explored in this thesis. It can be noted that there are different 
social actors involved in these two development projects. At the macro level, there are 
international development organizations, which finance and plan development projects; 
while at the intermediary level there are the state agencies, national and local NGOs; 
whereas at the micro level, there are locally elected representatives, village elites and lay 
villagers as beneficiaries of these development projects. Each stratum has specific 
political and ideological disguises. I find it interesting to explore how different social 
actors are involved in power and politics while participating in these development 
projects.    
      
In his book The Anti-politics Machine, James Ferguson demonstrates that 
development fails “astonishingly regularly” and it not only fails but also produces many 
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unintended consequences (Ferguson 1990; 1997). Ferguson defines “failure” as the 
“outcomes of planned social interventions can end up coming together into powerful 
constellations of control that were never intended and in some cases never even 
recognized” (Ferguson 1990: 19). Thus, for Ferguson, failure refers to the unintended 
consequences of planned development projects. Such unintended consequences may 
range from the failure of achieving aims and objectives, intrusion of capitalism and state 
bureaucratic control, to socio-economic and environmental disasters. The intentionality 
of the planning and expected outcome of the projects may not always be positive; rather 
it may produce very different unexpected outcomes. As Ferguson (1990: 20) argues: 
 
The most important political effects of a planned intervention may occur unconsciously, 
behind the backs or against the wills of the “planners” who may seem to be running the 
show…intentional plans are always important, but never quite the way the planners 
imagined. 
 
My theoretical approach in this thesis closely links up with the argument of Ferguson 
(1990) that the failure of development projects often leads to unforeseen consequences, 
which were not originally intended during project planning. By studying the Thaba-Tseka 
project, Ferguson argues that although the development apparatus in Lesotho claims to be 
an “anti-politics machine”, in reality, development activities evolve in a preeminently 
political operation by strengthening the state presence at the local level (Ferguson 1990). 
Thus, for Ferguson, development is ultimately a political phenomenon. Yet, other 
scholars explain failure as an outcome of development planners‟ lack of meticulous 
planning and ignorance of local expectations. As Hobart (1993: 2) argues: 
 
What is signally absent in most public discussion of development are the ways in which 
the knowledges of peoples being developed are ignored or treated as mere obstacles to 
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rational progress. In order for them to be able to progress, these peoples have first to be 
constituted as „underdeveloped and ignorant‟.  
 
Thus, in my study I consider failure in two ways: firstly, failure in achieving goals and 
objectives of the project which were originally expected and secondly, the unintended 
consequences brought about by the failed development projects. Examples of such 
unintended consequences of failed development projects are many. In India the Narmada 
Bachao Andolan is probably one of the biggest protests against the Narmada Valley 
Project which received global attention because of its unprecedented consequences on the 
lives of people under this project. The project aimed at establishing 30 large, 135 medium, 
and 3000 minor dams, uprooting nearly one million people, destroying 5 million hectares 
of agricultural lands due to water logging and salinity, leading to an extraordinary 
escalation of waterborne diseases in the project areas (Kothari & Bhartari 1984; Khagram 
2004; Patkar 1998; Sangvai 2002).  
 
In Sri Lanka, “Mahaväli Development Program” or “colonization schemes”, 
which was envisaged at providing systematic irrigation for increasing rice production, 
had resulted in various unintended consequences such as indebtedness of the local people, 
land fragmentation, massive sharecropping and high rates of suicide because of human 
misery and resettlement (Pfaffenberger 1990; Tennekoon 1988). In Nigeria, Jike (2004) 
reports that warped development projects resulted in massive environmental degradation 
and increased unemployment rates, leading to social disequilibrium, a rise of social 
miscreants, juvenile delinquents and other deviant behaviours. In Indonesia, mining 
activities drastically altered the environment through soil erosion, water and air pollution, 
creating conflict between the mining company and the local villagers (Robinson 1986). 
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Examples of unintended consequences of development projects are also abundant 
in Bangladesh. The Kaptai Hydro-electric Project in the Chittagong hill tracts is one 
example of how dams installed for producing hydro-electricity resulted in massive 
uprooting of indigenous people, destruction of forests, degradation of the environment, 
and the transformation of the swidden-cultivation into market-oriented commercial 
products. Rather than alleviating poverty, these projects resulted in a poverty-generating 
mechanism and extended state and market control over these indigenous people (Adnan 
2004). Karim (2008) demonstrates how the micro-credit program has inadvertently 
endangered women‟s position in the family as “Bangladeshi rural women‟s honor and 
shame are instrumentally appropriated by NGOs in the welfare of their capitalist 
interests” (Karim 2008: 6). Thus, rural Bangladeshi women have been exposed to 
capitalist projects and neoliberal ideologies through “grassroots globalization”, which 
“weakens the sovereignty of the patriarchal home family, and replaces it with the 
sovereignty of the market through NGOs” - an entirely new outcome which was 
unimagined during micro-credit project planning (ibid 2008: 6).    
 
My ethnographic analysis of two development projects in rural Bangladesh 
corroborates the above findings that arsenic mitigation strategies in rural villages not only 
failed to achieve goals and objectives of providing arsenic-safe water, but also produced 
unforeseen consequences, such as increased hostility and deteriorated relationships 
among different stakeholders, which project planners did not anticipate during the project 
planning. I do not say that these development projects were ill-planned or grounded in 
bad intentions, but the meticulous planning and careful implementation required for these 
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projects to be successful were glaringly inadequate. The project planners failed to take 
into account the many political, cultural and environmental considerations within which 
these projects were to be implemented, turning these potentially useful projects into 
failure. 
 
The post-structuralist critique of development further questions the concepts of 
“community participation”, “community involvement”, and “participatory development”. 
It has been argued that participation is heavily guided by political motivations, power 
relations and differential interests (Morgan 1993; Jewkes and Murcott 1998). The concept 
of the community is also problematic as it dissolves the local heterogeneity under the 
mask of the community as if there is no divergence in age, sex, gender roles, class and 
interest groups (Gardner and Lewis 1996: 112). For this study, I consider community 
participation as a “social process whereby specific groups with shared needs living in a 
defined geographic area actively pursue identification of their needs, take decisions and 
establish mechanisms to meet these needs” (Rifkin, Muller and Bichmann 1988: 933). 
 
Historically, community participation became an integral part of development 
agendas in the 1970s, when international development institutions like WHO, UNICEF, 
the World Bank and USAID packaged and promoted community participation as a “one 
size fits all” development solution, which might be applicable across the world. As far as 
the health sector is concerned, the failure of developmental states to ensure health-care 
services for all obligated international organizations to revisit their policy by adopting the 
Alma Ata Declaration in 1978 with a focus on Primary Health Care (PHC) approach 
through community participation. It was envisaged that the community would not be a 
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passive recipient of health-care interventions; rather they would actively participate in the 
process and be responsible for their own health. As the declaration illustrates (WHO 
1979:17):   
 
Measures have to be taken to ensure free and enlightened community participation, so 
that notwithstanding the overall responsibility of governments for the health of their 
people, individuals, families and communities assume greater responsibility for their own 
health and welfare, including self-care. This participation is not only desirable; it is a 
social, economic and technical necessity. 
 
Many countries, as signatories of the declaration, enthusiastically incorporated 
community participation in their PHC approach and implemented these through their 
respective Ministries of Health. Soon after the initiation, however, community 
participation appeared as an illusion, as many governments realized that “participation 
could not be easily controlled or confined to the realm of health” and became skeptical 
about the viability of participation as a development strategy (Morgan 1993: 13). 
Although the Alma Ata Declaration promoted community participation as an apolitical 
strategy, an inherently political agenda was implicit in the declaration. The declaration 
assumed that the state, under the guardianship of international agencies, would be the 
right apparatus to define, label and manage participation. It was also assumed that the 
community would comply with what the central government had planned for them. Such 
a policy automatically ruled out any spontaneous participation, social movement and 
participation from the grassroots (Morgan 1993: 13). It soon became obvious that 
participation is a politico-ideological persuasion guided by partisanship, the whims of the 
state and donor agencies, and the interests of the intermediary groups (Morgan 1993; 
Madan 1987). It is alleged that in the name of community participation, the state and 
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international development organizations legitimize their controversial policies and 
promote low quality primary health-care services to the villagers (Ugalde 1985: 42).  
 
My study links up with these arguments that in the name of participation, an 
induced water-supply project has been implemented in the village. In addition to lay 
villagers, local elites and politically influential individuals also “represented” the 
community. Rather than create awareness and support spontaneous participation, these 
projects were imposed on the villagers. In the process, a number of political, cultural and 
technical aspects were ignored by the project planners. For example, no initiatives were 
taken to understand how villagers perceive arsenicosis, or whether villagers really 
supported these projects. Local knowledge and priorities were not taken into account in 
conceptualizing and executing these projects, thus being partially responsible for their 
failure. My argument here supports Nichter (1984) in that a poor understanding of lay-
health knowledge and behaviour as well as the inability to negotiate meaning within the 
popular health cultures, hinders health communication which may ultimately contribute 
to the failure of any health project (Nichter 1984: 248). 
 
2.5    MEDICAL PLURALISM: A RELEVANT CONCEPT? 
 
Besides these theoretical frameworks just outlined, I hold that we need to rethink the 
concept of “medical pluralism” to understand the health context of rural Bangladesh. 
Although this concept has been very popular among social scientists, it has not been 
addressed adequately. Minocha notes, “What one finds is a plethora of assumptions, 
presuppositions, and generalizations having little or no relation to the real complexities of 
 40 
the situation” (Minocha 1980: 217). Thus, I do not take medical pluralism for granted; 
rather I problematize it to address the inadequacies associated with it. 
 
The first problem I highlight is the definition of medical systems. The most 
crucial questions I ask are the following: what constitutes a medical system? Should 
supernatural activities be constitutive of a medical system? Should the village “quack” 
who prescribes biomedicine be called a biomedical practitioner and doctor? What about 
those practitioners who dispense both biomedicine and alternative medicine? A number 
of scholars have already attended to these issues. For example, Dunn (1976: 125) defines 
medical systems as those social institutions and cultural traditions that people utilize to 
enhance health. Fabrega and Manning (1979: 41), on the other hand, prefer to use the 
term “medical care system” to incorporate different beliefs, practices, knowledge, and 
personnel who are involved in providing health-care services to cure illnesses. At a more 
general level, there is a straight forward definition of a medical system: “a patterned set 
of ideas and practices having to do with illness” (Glick 1977: 59). To be more precise, 
Press (1980) focuses on interrelated beliefs and practices which incorporate “meaning, 
identification, prevention, and treatment of sickness” (Press 1980: 47).     
 
The second problem associated with medical pluralism is the usage of different 
labels to distinguish between biomedicine and non-biomedical systems. The term 
biomedicine has been variously referred to as “western”, “cosmopolitan”, “scientific”, 
and “modern” as opposed to alternative medical systems which are labeled as 
“traditional”, “folk”, “non-western”, “indigenous” and “primitive”. Such a labeling of 
alternative medical systems may provoke serious political and ethical implications. The 
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representation of biomedicine as “western” and “modern” implicitly imposes western 
disposition where “all sorts of seemingly irrelevant, contradictory, and paradoxical 
observations intrude” (Glick 1977: 59). Thus, western scientific medicine has been 
considered as a standard against which other medical systems are assessed. Such western-
focused and ethnocentric categorizations of medical systems are problematic, as the term 
“traditional” may provoke a kind of static image of non-western medicines, as if they are 
stagnant and not subject to change (Leslie 1976). The terms “indigenous” and “native”, 
on the other hand, may stimulate “political” or “ethnic” connotation that non-western 
medical systems are uninfluenced by non-indigenous elements (Janes 1999). Given such 
problematic nature of labeling, Press prefers to abandon the whole epistemology of 
“ethnomedicine” and suggests that we use “ethnomedical” as a term to refer to “a type of 
study (rather than type of systems) that focuses upon the ideological and cultural bases of 
any medical system, including the official sector of Western biomedicine” (Press 1980: 
45). 
 
A third problem is associated with the fact that medical pluralism does not 
necessarily refer to the co-existence of different medical systems which remain separate. 
Rather, different medical practitioners cross boundaries to incorporate therapeutic 
modalities from other medical systems. We have impressive ethnographic accounts from 
Asia which illustrate prevalence of syncretic therapeutic practices. Nichter (1980) and 
Minocha (1980) report that Ayurvedic practitioners in India make extensive use of 
western biomedicine, including antibiotics and other instruments such as stethoscopes, 
injections, blood pressure monitoring machines, catheters and minor surgical equipments. 
In Malaysia, Heggenhougen (1980) demonstrates that biomedicine is perceived as an 
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incomplete medical system and thus general physicians, both western and traditional, 
prescribe medication from other systems to fulfill expectations of the patient. Such 
syncretic practices have also been documented in Sri Lanka (Nordstrom 1988; Wolffers 
1989; Waxler-Morrison 1988), in Japan (Lock 1980; Stoner 1986), in Guatemala 
(Cosminsky and Scrimshaw 1980) and in Thailand (Golomb 1988; Weisberg 1984) 
where traditional medical practitioners widen their practice by incorporating healing 
techniques beyond their therapeutic jurisdiction to “maximize their case loads and 
endeavor to curb the loss of traditional clientele to modern health facilities” (Golomb 
1988: 766). 
 
Having discussed all these characteristics, this thesis conceptualizes medical 
pluralism as: firstly, a total organization of cultural and social practices, including 
behavioral and technical aspects, which are aimed at achieving health and preventing 
illness. Secondly, pluralism may not merely mean co-existence of different medical 
practices and structures; rather it may incorporate pluralistic characteristics within a 
particular medical system. Thirdly, medical pluralism further incorporates syncretic 
practices and “crossing boundaries”, whereby practitioners borrow healing techniques 
from other medical systems. Last, but not the least, the extended meaning of pluralism 
may incorporate pluralism in: (a) social actor‟s perception about health and illness, (b) 
their decision-making process in health-seeking behaviour, and (c) their pluralistic 
responses to different healing resorts. Thus, a simple definition of medical pluralism as 
“the coexistence of different medical systems” limits the reality by discounting many 
dynamic characteristics within it. Medical pluralism and its processes need to be re-
conceptualized to demonstrate the ways in which actual social actors pragmatically 
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compartmentalize and integrate various medical systems in practice to constitute a 
functional and integrated medical system. 
 
My ethnographic evidence corroborates such syncretic medical practices whereby 
village doctors dispense both allopathic and herbal medications for treating arsenicosis. 
The village kobiraj and religious healers, besides their own spiritual and religious healing 
techniques, use herbal medicine to cure arsenicosis. For achieving quick results and 
thereby maintaining their reputation, these practitioners incorporate many healing 
techniques available to them, including biomedicine, herbal medicine, homeopathy and 
religious chanting. Arsenicosis patients also follow such syncretic practices in their 
health-seeking behaviour by simultaneously or consecutively using different healing 
systems to achieve a quick relief of the symptoms. 
 
2.6 HEALTH-SEEKING BEHAVIOUR IN A  
      MEDICALLY PLURAL SETTING 
 
Another central theme in medical anthropology is to examine how lay individuals decide 
which health-care service to be sought in a medically plural setting. Janzen‟s (1978) 
classical work in Zaire shows that it is the “therapy managing group”, a group of relatives, 
kinsmen, advocates and friends, who play a crucial role in managing illness and therapy 
(Janzen 1978: 4). Such a “therapy managing group” or the “lay referral system” provide 
various emotional, financial and decision-making services during the course of illness. 
This group of people also provides information on where to get appropriate therapeutic 
consultation, how to arrange appointments and even how much is to be paid for the 
services. The “therapy managing group” thus plays a crucial role of “brokerage function 
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between the sufferer and the specialist” (Janzen 1978: 4). Boswell (1969) has also 
recognized the mobilization of social networks, relatives and kinsmen in the course of 
personal crisis management in Zambia. Nichter (2002) argues that the concept of 
“therapy management group” needs to be re-conceptualized, since it is far more dynamic, 
extended and complex than what Janzen initially proposed. As Nichter (2002: 82) notes:  
 
It is important to investigate the social dynamics of households, extended kin groups and 
larger social networks as they influence one another and are influenced by political, 
economic and globalization processes.  
 
In a globalized world, a “therapy managing group” is no longer concentrated within the 
immediate geographical boundary. Rather the extended kin–groups, such as overseas 
friends and relatives also contribute in decision-making while seeking global health-care 
services. The boundary of therapy managing group is crucial, which Janzen did not 
adequately address in his initial formulation. My data also corroborates such extended 
therapy managing group whereby arsenicosis patients, with the assistance of overseas 
relatives in Kolkata, visit India to utilize health-care services. In this sense, not just 
arsenicosis patients are affected by their illness, but also their overseas relatives who are 
concerned and actively take part in their health-seeking processes.   
 
Medical anthropologists are also interested in examining the complex processes 
vis-à-vis health-seeking behaviour and why patients concurrently use different medical 
therapies. Quah, for example, demonstrates that the use of multiple therapies is shaped by 
two factors: firstly, patients are guided by “pragmatic acculturation” for selecting healing 
techniques which may solve their health problem, and secondly, lay individuals 
pragmatically choose medical services based on respective cost-benefit analysis (Quah 
1989; 2003). Press (1980) argues that social actors are quite aware of the paradigmatic 
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and methodological differences between medical systems and they “shop around” until 
they find an appropriate and effective cure to illness. In another study, Young reports that 
health-seeking behaviour is shaped by a number of other variables like age, sex, 
education, socio-economic status, religion and marital status (Young 2004). 
 
A strong correlation is documented between subjective perceptions of disease 
etiology and subsequent health-seeking behaviour of subjects. It is believed that western 
biomedicine is effective for treating disease, whereas alternative medicine is perceived to 
be useful in treating illness (Feldman 1983; Ashraf, Chowdhury & Streefland 1982; Paul 
1983). Kleinman (1978), for example, demonstrates that people integrate both naturalistic 
and personalistic etiologies and then take a pragmatic strategy for the management of 
specific illness. In this case, conceptual contradictions among different medical systems 
appear less significant than seeking instrumental and symbolic efficacy (Kleinman 1978: 
663). Young (1983: 1207) points out the various dimensions of health-seeking processes 
as follows:  
 
(a) the perceived seriousness and prognosis of this sickness for this patient, (b) the 
perceived efficacy of this medical tradition and this practitioner for this particular patient 
and sickness, (c) the economic and geographic accessibility of different sectors of the 
medical system, (d) the cost benefits, as perceived by the patient's family and the 
practitioner for example, of treating this category of person (e.g. having this gender, this 
age) this way and (e) the socially or culturally determined appropriateness of this kind of 
treatment and practitioner for this kind of person.  
 
My thesis links up with these arguments in that arsenicosis patients, in the context of a 
medically plural rural Bangladesh, continue to use different medical systems based on 
their pragmatic calculation and the perception of what is advantageous and/or efficacious 
in alleviating their symptoms. In this context, the extensive use of alternative healing 
services can be explained by the fact that individuals perceive arsenicosis as ghaa, an 
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illness which is believed to be treated by alternative healers than biomedical practitioners. 
Thus, the social construction of an illness is important in shaping subsequent health-
seeking behaviour. My argument goes in line with Connor‟s that “users of mixed therapy 
regimens regard the felt effectiveness of therapies to be more important than legitimacy 
deriving from a professionalized scientific knowledge system” (Connor 2004: 1695).  
 
2.7    CONCLUSION 
 
Thus far, I have argued that neither a micro perspective, such as social constructionism, 
nor a macro framework, such as political-economy, would be adequate to study 
arsenicosis. Rather a combination of both could be helpful in providing a comprehensive 
understanding of the problem at question. A social constructionist framework is helpful 
in examining subjective perceptions, experiences and response to arsenicosis, whereas a 
political-economic perspective provides insight for understanding how local villagers in 
rural Bangladesh are incorporated into the global political economy through various 
development projects. A post-structuralist development discourse is useful in re-
examining development and its processes to demonstrate why arsenic mitigation 
strategies fail in rural Bangladesh. Thus, in my study, social constructionist and political-
economic approaches are used synergistically, since they offer different insights to have a 
holistic understanding of arsenicosis. Besides these theoretical frameworks, such 
concepts as “medical pluralism” and “health-seeking behaviour” need to be re-
conceptualized, given the complex structure and plethora of syncretic medical practices 
in rural Bangladesh.  
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3 
FIELDWORK AND RESEARCH METHODOLOGY  
 
 
3.1   INTRODUCTION 
 
This chapter describes the field-site where I conducted primary fieldwork in 
Southwestern Bangladesh. I elaborate methodological considerations for this study and 
the ways through which I collected data and experienced the field. I consider ethnography 
both as a product and a process of fieldwork (Freidenberg 1998; Clifford 1983, 1986; 
Palriwala 2005). I believe that fieldwork constitutes the core in ethnographic research and 
I am also convinced that equally important to writing ethnography, is to document the 
process through which data are collected and fieldwork is done. I thus consider 
documenting fieldwork experience as an essential part of anthropological research 
methodology.     
 
3.2   CONSTRUCTING THE FIELD-SITE 
 
This thesis is based on ethnographic fieldwork, which I conducted in Southwestern 
Bangladesh from February 2006 to January 2007. Most ethnographic data was collected 
from the village named Rupnogor
3
 under Kalaroa Upazilla
4
 of Satkhira District
5
 (see the 
map below). I spent about eleven months there to collect my ethnographic data. Selecting 
                                                 
3
 To protect the identity of informants, I have used a pseudonym for this purpose. The name of the village 
is also a pseudonym. 
4
 Upazilla is a Bengali word which can be translated as sub-district in English which is the second tier of 
administrative unit between district and Union Parishad and roughly equates to an US County. The 
Upazilla is comprised of some Union Parishads. Currently there are 465 Upazillas in Bangladesh. 
5
 Districts are the third tier of government administrative unit, which comprise of some Upazillas. The size 
and population of the districts vary. Currently there are a total of 64 districts in Bangladesh, administered 
by the District Commissioner, who is a civil servant appointed by the government. 
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an appropriate field-site for this study was considered to be a significant methodological 
consideration. Since my research is about arsenic contamination and its resultant health 
impact, I was looking for a field-site where I could identify patients who were suffering 
from arsenicosis and who would be willing to talk to me. I largely depended on the 
groundwater survey report conducted by the BAMWSP to identify the badly arsenic-
affected areas of Bangladesh. This project survey report provided me with a list of 















Map 2: My Study Locale in Southwestern Bangladesh 
 
From that list I found Rupnogor as the most suitable field-site for this research for a 
number of reasons. Firstly, it was one of the areas in Bangladesh worst affected by 
arsenic poisoning, with more than 99 percent of tubewells contaminated with high 
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concentrations of arsenic (NAMIC 2004). A number of arsenicosis patients had been 
identified in this village, including one who died from this disease. It was thus expected 
that selecting this village would provide me with access to a number of arsenicosis 
patients. Secondly, due to its geographical proximity to Kalaroa Upazilla headquarters, 
villagers of Rupnogor were expected to have access to plural medical systems, both in the 
village and in the Upazilla headquarters, which would enable me to examine health-
seeking behaviour of arsenicosis patients. Thirdly, and most importantly, since this 
village was found to be a “hot-bed” of arsenic contamination, a number of state agencies, 
NGOs and international organizations came forward with their development projects to 
fight this calamity. Thus, this village was found to be well-linked with the wider political-
economy, which allowed me to examine how villagers responded to it. 
  
One more reason why I selected this village was because of my familiarity with 
the locality. My choice of this field-site made sense based on my pre-existing social 
networks and contacts. I was born and brought up at Kalaroa Upazilla headquarters and 
lived there for about 17 years before I moved to Dhaka, the capital city of Bangladesh, 
for university education. I frequently went back to Kalaroa where my family and other 
relatives lived. Although the village is about 5 km. away from Kalaroa Upazilla 
headquarters, it was familiar to me since I had some college-mates who lived in that 
village. Thus, it was anticipated that having prior familiarity with the locality might help 
me in accessing information and establishing rapport with the community. Familiarity of 
the locality is also considered to be advantageous, which can help guide a researcher‟s 
normative and appropriate behaviour towards the people under study, and thus avoid any 
kind of inadvertent obstacles and difficulties in the research process.  
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Although this ethnographic research was conducted in a village, the term 
“village” is problematic. On the one hand, the village is officially identified through 
specific physical and geographical boundaries; whereas in practice, these boundaries are 
fluid rather than absolute. Because of the process of modernization and globalization, the 
village is no longer an isolated entity; rather it is connected to the wider socio-economy 
and politics (Clammer 1984; Palriwala 2005). This is especially evident in Rupnogor, 
where for the sake of health-care utilization and many other purposes, villagers regularly 
move back and forth between villages, towns and abroad. Thousands of dollars have been 
invested in this village for implementing various development projects by many foreign 
development organizations. Thus, the boundary of a village as perceived and experienced 
by villagers is not geographical; rather it exists through interactions and relationships 
with the wider society (Palriwala 2005). For this study, I consider village as a ground of 
the socio-cultural system and an appropriate place to observe social actors by tracing 
their activities and networks (Barth 1993).  
 
Unlike other villages in Bangladesh, Rupnogor is a relatively big village with 551 
households and the population is approximately 2,656 (4.8 people per household) at the 
time of this study. Most are nuclear households comprised of two generations, husband 
and wife, with or without their unmarried children. Some households are comprised of 
three generations, since it is the cultural norm for the elder son to take care of his older 
parents. Muslims are the majority of this village, with about 35 Hindu households who 
live in one hamlet. Although the interaction between the Hindu and Muslim communities 
is guided by religious norms and values, I found that members of both communities 
shared the common properties of this village such as water sources, playgrounds, market, 
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educational institutions and work places. I found young members of both the Hindu and 
Muslim communities playing football in the afternoon or drinking tea in the same village 
tea stalls. Despite such interactions, there might be socio-cultural distances between these 
two communities, which are of a religious nature. From a pragmatic perspective, the 
Hindu community may prefer to stay together in one hamlet of the village for the sake of 
maintaining group solidarity and practicing their own religious activities. 












Map 3: Location of my Field-site 
 
Although the primary occupation of the majority of the villagers is agricultural activity, 
household income is often supplemented by many other economic tasks, including 
running small shops in the village market, rearing poultry, working on agricultural lands 
as manual labourers, serving full time as school-teachers, official clerks and NGO 
workers. Although it was very hard to determine the exact household income for 
understanding the economic status of the families, I was able to estimate that the average 





 was around 1500-2000 Taka
7
 per household. However, I also observed 
immense variations in income distribution, as some well-off families had monthly 
incomes that far exceeded the average, while numerous other households were landless 
and lived a marginal existence. Fortunately, most agricultural lands in this village is 
fertile and can yield three crops a year, which ensures at least some work throughout the 
year for the landless individuals, who sell their labour in the agricultural fields of the 
landlords.                 
  
Everyday activities of the villagers are centered round the village bazaar, which is 
known as Rupnogor bazaar. A wide range of retail shops provide goods which are 
necessary for everyday life. There are pharmacies, tea-stalls, bicycle repair shops, a 
chamber of a homeopathic doctor, and grocery shops in this village marketplace. The 
village doctor owns the allopathic pharmacy which carries a wide range of medicines 
from analgesics to antibiotics on its shelves. This bazaar, however, is not only a place for 
providing goods for everyday necessities, but also a place for social interaction. Every 
afternoon, many villagers meet in the bazaar either to gossip, exchange news, and play 
caram and football in the field.  
                                                 
6
 This estimation is based on the information my respondents shared to me in addition to my personal 
observation of the household properties, possession of agricultural lands, and the available manpower in the 
family who may contribute to family income.  
7
 Taka is the Bangladeshi currency. 1 US$ is roughly equivalent to 69 taka.    
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Any description of Rupnogor village would be incomplete without referring to its 
proximity with Kalaroa, the Upazilla headquarters, which is the nearest town from the 
village, and is just 5 km. away. Given the easy paved roads with Kalaroa, villagers‟ 
movement between the village and the Upazilla headquarters has become quite frequent. 
Kalaroa has become the center of many facilities, including a hospital, colleges, markets 
and governmental offices. Besides a 50-bed modern hospital, there are various health 
practitioners available in the town, including allopathic, homeopathic, Unani and herbal 
medicine. For their various needs, visiting Kalaroa has become an indispensible part of 








 Picture 1:  The Village. 
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3.3   GETTING ACCESS TO THE FIELD-SITE 
 
It is probably the most crucial task for an anthropologist to gain access into the 
community. Many anthropologists noted fieldwork as being dull, monotonous and 
dangerous and at the same time, thrilling and interesting (Chagnon 1968; Dentan 1970; 
Hitchcock 1970; Kent 1992; Powdermaker 1966; 1968; Spindler and Spindler 1970). My 
own fieldwork experience bears testimony to the fact that it may not be that easy to gain 
access to the community, even though the researcher is a native. During the early days of 
my fieldwork, I had been planning how to approach the community. One morning I hired 
a trishaw from the Upazilla headquarters to make my way to the village and within half 
an hour I arrived at Rupnogor village bazaar. I ordered a cup of tea at a local tea-stall and 
generated some interest amongst others present there.  
 
I took the initiative to introduce myself and my objectives in coming to the village. 
These people simply ignored me and left the tea-stall without saying anything. I tried to 
talk to the tea-stall owner and he asked me if I came from an NGO. Although I tried to 
convince him that I was not an NGO worker, I failed to satisfy him. I was a bit shocked 
by this initial rejection, but not discouraged though. I was looking for someone who 
could introduce me to the villagers. I knew that I had some college-mates from this 
village but I had lost touch with them for a long time. Fortunately, one day a young 
bearded man approached me and asked if my name was Saiful. I could not instantly 
recognize him since I graduated from college almost 15 years ago. He was one of my 
college-mates who appeared at the very crucial moment when I was desperately looking 
for someone to introduce me to the community. Thankfully, he was happy to see me after 
so many years and enthusiastically agreed to help me. He took me to the nearby high 
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school and introduced me to Mr. Alam who was the office assistant there and a very 
accepted and enthusiastic person in the village. He subsequently became my key 
informant.  
 
This was my first real entry point to the village. Mr. Alam regularly accompanied 
me around the village and introduced me to anyone we passed by. He disclosed to me 
later on that villagers had refused to talk to me earlier since they thought I was a member 
of an NGO trying to motivate people to form groups (samiti)
8
. This clearly gave me an 
impression of how NGOs are perceived and evaluated in the village. Although NGOs are 
rhetorically claimed to be the “agents of development par excellence” (White 1999), 
many villagers perceive NGOs as a new form of state or market and consider NGO 
activism simply as a lucrative business (White 1999; Karim 2008). At the household level, 
NGO micro-credit programs have created a new space for conflict among family 
members over the control of micro-credit (Fernando 1997; Rahman 1999). Villagers are 
disillusioned that micro-credit only increases the external debt of the family. Thus, the 
initial rejection of me came from people‟s suspicion that I was an NGO agent. Such 
mistaken identities are not uncommon, since many fieldwork narratives have documented 
that the natives perceive anthropologists as missionaries, government officials, spies, tax 
collectors, military agents and journalists (Berreman 1972; Du Bois 1986; Forsey 2004; 
Horowitz 1996; Weidman 1986). In such cases of misconceived identities, 
anthropologists had to struggle to convince the informants that they are just researchers 
without any other motives or agendas (Tsuda 1998).  
                                                 
8
 After arriving at the village, one of the first tasks of NGOs is to form samiti, literally meaning groups. The 
group is then used as a platform to provide various development activities, including micro-credit, a small 
collateral-free loan.  
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As I achieved increased access to villagers, I shared my objectives with them and 
encouraged them to ask me any question they had about myself and my research. When I 
told them that my research was about health, illness and arsenic issues, many villagers 
misunderstood me and thought that I was a doctor to treat arsenicosis patients. This 
message soon spread and many arsenicosis patients from neighboring villages came to 
see me for medication. I was frequently asked to visit neighboring villages to see patients. 
It took quite some time for me to convince them that I was not in a position to prescribe 
medicine; rather my research was an anthropological study to understand local 
perceptions of health, illness and arsenicosis.      
 
During the initial stages of establishing rapport with the community, I 
encountered some difficult questions that demanded answers. Villagers used to ask me 
about how they would benefit from this research. Some others wanted to know how I 
would benefit from this study. Encountering such questions is not uncommon in 
ethnographic fieldwork, since many other researchers have also documented the 
agonizing process of establishing rapport with the informants (See for example: Colic-
Peisker 2004; Kelly 2004; Palriwala 2005; Sterk 1996). McNamara (1996), for example, 
illustrates how he obtained entry into a community of street hustlers in the Times Square 
after answering many difficult questions, such as why he had been writing a book about 
hustlers and how much he would be willing to pay the respondents. In another study 
Williams (1996) has documented how he was denied entry into an after-hour club in 
midtown Manhattan and the ways in which he managed to get access to the club to study 
its cocaine users.  
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As time passed and I became a familiar face in the village, I was fortunate enough 
to receive cooperation and assistance from the villagers. I sat at the local tea-stall and 
shared tea with them, watched young people playing football in the afternoon, sat beside 
the hearth when women were cooking, accompanied them when they were traveling to 
Upazilla headquarters. Addressing individuals by culturally appropriate terms or fictive 
kin relations became a very effective way of establishing good relationship with the 
community. Whenever I went to the village and met someone I used to convey good 
wishes addressing them uncle (cha-cha), brother (bhai), aunty (chachi), sister (apa). 
Even asking women “what are you cooking?” (ki ranna korsen), or simply by sitting 
beside the men when they fed their cattle allowed me to “break the ice” for informal 
conversations. Taking their photographs and giving them photos were other effective 
ways to establish good rapport with the respondents.  
 
In the course of my fieldwork I was fortunate enough to be addressed as “brother” 
by many villagers. Those who could afford hand phones gave me their numbers and 
requested I remain in touch with them in the future. Even after I returned to Singapore, I 
kept in touch with them through periodic telephone conversations. Thus, although I was 
initially denied entry into the village, I finally became a “brother” to many villagers. 
They allowed me to take part in their everyday discussions, share their free time and 
clarify many things relating to health, illness, arsenicosis, and development issues. I do 
not, however, claim that I managed to establish adequate rapport with all villagers. For 
some, their hectic schedules did not allow time for me, whereas others were hesitant to 
talk to me and did not share information with me. Yet, most informants enthusiastically 
responded to my request to be interviewed, freely share their ideas and talk incessantly. I 
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obtained access to many villagers from whom I learnt a great deal about health, illness 
and arsenicosis issues and who provided the bulk of ethnographic data for this study.  
 
 
3.4   COLLECTING ETHNOGRAPHIC DATA 
During my fieldwork, I did not find villagers who were free to talk to me, particularly 
during the monsoon when rice is planted and during the harvesting periods when rice is 
collected. These two periods were especially hectic for the villagers and it was very 
difficult to find someone who would be willing to talk to me. Many villagers used to go 
out for work in the early morning and returned only in the afternoon. It was, however, 
between post-rice plantation and pre-harvesting period when villagers had free time to 
allow me to interview them. My fieldwork schedule thus depended on when villagers 
could fit me in.  
 
I used qualitative research methods for this study. Since the social construction of 
arsenicosis entails exploring subtleties, mundane and nuanced activities of everyday life, 
qualitative methods would provide flexibility to comprehensively address the research 
questions. Qualitative research methods proved to be helpful in my study to understand 
the ways in which individuals interpreted and experienced their everyday life. I believe 
that the objective of qualitative study is to explore the subjects‟ relation to life and “to 
realize his vision of his world” (Malinowski 1922; Burgess 1984). I understand that 
anthropological research is based on long-term fieldwork, which helps to produce a 
“unique form of knowledge” by observing the life and culture of people being studied. 
However, the anthropologists‟ objective is not just to observe and collect information, but 
to produce ethnography through “thick description” (Geertz 1973). “Thickness” of the 
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description can be obtained when the anthropologist encounters “a multiplicity of 
complex conceptual structures, many of them superimposed upon or knotted into one 
another, which are at once strange, irregular, and inexplicit, and which he must contrive 
somehow first to grasp and then to render” (Geertz 1973: 10). Accordingly, the 
anthropologists must also contextualize and interpret data in a way that rich, textured and 
detailed meaning can be produced out of it (Friedman 2006; Marcus 1998; Ortner 1995).  
 
For collecting in-depth ethnographic information, I employed a range of 
techniques such as surveys, participant observation and key informants (Bernard 2002; 
Ellen 1984; Hammersley & Atkinson 1995; Pelto & Pelto 1990; 1978). Although 
participant observation - “the emersion of the fieldworker in the everyday life and 
activities of the people of the culture being studied” (Clammer 1984) - has been 
considered as a hallmark of anthropological research, I did not take it for granted; rather I 
problematized it. I found a major drawback of participant observation is that it fails to 
record activities that occur beyond the immediate presence of the researcher. Additionally, 
some activities such as prostitution, drug-use, gambling and gangsterism may not be 
participated properly. Thus, I preferred observation than “participant-observation” in my 
study, since I observed these events, activities and behaviour; rather than participated.  
 
Throughout the data collection process, I preferred an open-ended or semi-
structured interview to approach my subjects to allow him/her to share as much 
information as possible. Although my explicit aim was to examine arsenicosis, health-
seeking behaviour and participation in mitigation strategies, respondents brought many 
other issues, such as socio-economic, political, historical and ecological factors. I was 
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open to documenting such diversities of information. Rather than being preloaded with 
my own ideas and research questions, I was open to learn what villagers said, perceived 
and experienced. I do not claim that I have been able to grasp the “native‟s point of view”, 
which is problematic (Geertz 1973; Marcus & Fischer 1986; Marcus 1998). Rather my 
ethnographic research is an account of what I selected from what I understood of what 
my informants told me of what they understood being within a particular socio-economic 
and geo-political settings (Sperber 1985).  
 
I used both primary and secondary sources of data to answer my research 
questions. My secondary data sources consisted of many official documents (such as 
health policy and arsenic policy reports), reports from the NGOs, minutes of different 
NGO meetings (which I collected from the participants who attended the meeting), local, 
national and international newspaper reports, published academic articles, and library 
archives (such as political and medical history of Bengal). These secondary data sources 
provided background information for making my points in Chapter Four. Additionally, 
the bulk of my ethnographic data was collected through primary, face-to-face and open-
ended interviews, which is presented in Chapters Five, Six, and Seven.  
 
3.5   SAMPLING FRAME AND METHODOLOGY 
 
For selecting informants, I employed a number of non-probability sampling methods, 
such as snowball sampling (Coleman 1958; Ostrander 1980), purposive or judgment 
sampling (Burgess 1984; Thompson 1988) and convenience sampling (Bernard 2002). I 
found snowball sampling quite useful in my research. This sampling technique refers to 
select informants in a network. It starts with a single or individual respondent and then 
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moves on to the next on the basis of the reference provided by the immediate initial case 
(Neuman 1994; Bernard 2002; Fetterman 1998). Werner and Schoepfle (1987: 183) 
nicely summarize snowball sampling: 
 
After choosing anyone who co-operates, the next step is to follow a network. At first, one 
interviews those people who are easily accessible. Then, ethnographers use the help of 
this first batch of people to introduce then to a widening circle of friends and relations. 
The “networking” label derives from the fact that ethnographers utilize the personal 
networks of their earliest contacts to expand the sample.    
 
I used snowball sampling to locate arsenicosis patients in the village. Since everyone in 
the village is directly or indirectly known to each other, such a “social network” approach 
(Kimball and Partridge 1979) appeared methodologically useful for the task at hand. I 
used this technique to find as many arsenicosis patients as possible by asking patients or 
neighbors about any other patients they knew. Once I finished interviewing one patient, I 
usually asked him/her to help me locate other patients who would be willing to talk to me. 
This often proved to be helpful, since villagers enthusiastically directed me to the next 
patient whom they knew to be suffering from arsenicosis. Using this social network 
method I found 17 arsenicosis patients in this village, all of whom I interviewed 
subsequently. Snowball sampling method was also useful to locate the village kobiraj and 
other medical practitioners by asking arsenicosis patients and their family members about 
their health-care choices. One major limitation of snowball sampling is that it is 
respondent-driven and the researcher has to depend on the respondents for locating 
informants. It is also unrepresentative of the community and the sample composition is 
influenced by the choice of the initial respondent (Heckathorn 1997). 
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In my study, I also used purposive or judgment sampling - a method that allows 
researchers to select respondents purposively, depending on the particular context and 
demands of the research project (Burgess 1984: 55). It is the researcher who decides who 
to approach for appropriate information. I used purposive sampling to select informants 
from different organizations such as the DPHE, the World Bank, the BAMWSP, 
UNICEF and GSK. Since I knew that these institutions were involved in implementing 
various development projects in the village, I realized that officials of these institutions 
could be valuable sources of my information. Thus, I purposively selected informants 
from these organizations to have detailed understanding about the project, policy-making, 
financial matters, implementation strategies and their perception about arsenicosis. I 
usually interviewed senior officers of these organizations who were directly involved in 
these projects and who could share as detailed information as possible. I contacted these 
officials either through personal visits to their offices or by sending emails requesting an 
appointment. My personal identity as a faculty of a local university helped me to gain 
easy access to these government offices. For UNICEF and GSK, I did not have much 
trouble to get an appointment through email. I even used Skype
9
 to talk to the 
communications officer of GSK who was then staying in London for higher training.   
 
Additionally, I found convenience sampling helpful in this research, which 
allowed me to locate respondents who were interested and had time to be interviewed. 
This sampling method is best used in exploratory or phenomenological studies to 
understand “what is going on out there” (Bernard 2002). I used convenience sampling to 
                                                 
9




select informants who subscribed to arsenic-free water from the water treatment plant. 
Since my objective was to understand what motivated them to subscribe to arsenic-free 
water, I used to stand beside the water treatment plant in the afternoon and stopped 
someone who came to collect water. Although not all of them were interested or had time 
to talk to me, many water-collectors, mostly women, spoke to me and shared their views 
regarding arsenicosis, the value of arsenic-free water, the operational problems of the 
water treatment plant, and the ways in which the water distribution system could be 
improved.  
 
3.6   CATEGORIES OF INFORMANTS 
 
I was aware that there are different categories of social actors involved in the whole 
process of arsenicosis. Arsenicosis patients are one category of social actor amongst 
many others, such as health-service providers, government, national and international 
organizations. I categorized informants into different levels: arsenicosis patients and their 
immediate contacts at the micro level, health-care providers at the secondary level, and 
the state agencies and international organizations at the macro level. Thus, one crucial 
methodological consideration for this study was to explore the complex interrelations 
amongst these different categories of social actors at multiple levels.  
 
Since this research is about arsenicosis patients, their health-seeking behaviour, 
and participation in mitigation strategies, they were my primary set of informants. I used 
unstructured interviews to collect information from 17 arsenicosis patients. Unstructured 
interviews allowed my informants to share many things beyond the immediate context of 
health and illness, which might not have been possible through structured questionnaires. 
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As such, much information beyond the immediate context of health and illness were 
revealed: from cropping failure through political unrest to concern of recent price-hike of 
everyday commodities. I was aware of the information I required and often guided the 
interview process towards a particular direction. Verifying my data was very crucial and I 
did this by asking informants the same set of questions on subsequent visits, or by 
checking the information with other informants. While conducting open-ended interviews, 
I usually asked them how they got this disease, how this disease was different from other 
skin diseases, and what they did to get rid of it. These set of questions provided me with 
ample insights to understand local disease etiologies, diagnosis and treatment process of 
arsenicosis. 
  
Besides arsenicosis patients, I interviewed their family members, friends and 
neighbors to understand their views regarding health and illness in general and 
arsenicosis in particular. Some neighbors provided information about social stigma and 
stereotypes against arsenicosis patients, which patients themselves did not disclose. I 
never knew that one of the patients used to work as cleaner in the nearby mosque but was 
discharged, since the mosque-users refused to be served by someone who had been 
suffering from arsenicosis. The patient did not disclose this to me but it was one of his 
friends who shared it. Another neighbor secretly informed me how the marriage of a girl 
had been postponed, when the bridegroom found out that she had been suffering from 
arsenicosis. In another case, I found that a married girl was sent back to her parent‟s 
home when she was diagnosed as having arsenicosis. Her parents informed me that their 
daughter had been visiting them; however, one neighbor disclosed the fact to me that she 
was sent back by her husband. Thus, the social network of arsenicosis patients proved to 
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be a source of many “hidden transcripts” (Scott 1990) unlikely to be disclosed by the 
patients themselves.  
 
I also interviewed a range of villagers, including school teachers, school and 
college students, farmers, housewives, shopkeepers, mosque Imams, senior members of 
the village, political leaders, businessmen, trishaw-pullers and tea-stall owners. I 
interviewed people in their homestead verandahs, in the tea-stalls, schools, village 
markets and in the playgrounds. During the peak agricultural season, when people were 
busy planting and harvesting rice and were not available at home most of the day time, I 
followed them to their agricultural fields and interviewed them while they were working. 
This was especially helpful in maximizing my time and I was careful not to bother 
respondents in the evening when they were tired and resting after a day-long hard work.    
 
Another category of informants I interviewed was health-service providers in both 
alternative and biomedical sectors. Within the group of alternative healers I interviewed 
the village kobiraj, religious hujur and village homeopathic doctors. I interviewed two 
village kobiraj, one religious hujur and two homeopathic doctors who were actively 
involved in rendering health-care services to arsenicosis patients. While interviewing 
them I tried to understand how they perceived, explained and categorized this disease and 
the particular techniques they used to alleviate the sufferings of arsenicosis symptoms. 
The information I collected from them helped me to understand the extent and nature of 
alternative healing and the ways in which such healing services were evaluated by actual 
patients in rural Bangladesh.                           
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Any description of rural Bangladeshi health-care systems would be incomplete 
without referring to “doctor without degrees”, a kind of health service providers who 
practice western biomedicine without any biomedical qualification. I interviewed such a 
village doctor who ran his allopathic pharmacy cum private chamber in the village 
marketplace and treated many arsenicosis patients. His chamber was a crucial place for 
me to observe doctor-patient interactions and the ways in which he provided health-care 
services to the patients. On many occasions, I informally spoke to him and came to know 
his perception and explanation about arsenicosis, its diagnosis, treatment and preventive 
strategies. I also interviewed many patients who visited this doctor and asked them why 
they decided to come for such a health-care service. I also interviewed two professional 
biomedical doctors who rendered health-care services at the UHC to understand what 
arsenicosis meant to them. Throughout the interview process I was guided by the 
question of how arsenicosis was biomedically constructed, managed and treated. The 
information I collected from them allowed me to compare and contrast biomedical and 
lay constructions of arsenicosis.      
 
Other significant categories of informants were officials of various state-affiliated 
agencies and NGOs who were involved in financing, designing, implementing and 
evaluating arsenic development projects. Under the project of BAMWSP, I interviewed 
the Project Director and Emergency Program Specialist at their Dhaka office and the 
Assistant Engineer of DPHE at his Kalaroa office. I also interviewed the publicly elected 
Chairman and members of the local Union Parishad
10
 who were involved in this project 
                                                 
10
 Union Parishad is the lowest government administrative unit which comprises some villages. The 
number of villages under each Union Parishad varies depending on the population density and geographic 
coverage. However, the number of villages per Union Parishad may range between 10 and 25. Union 
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as representatives of the local government official. The Communications Officer of GSK, 
President, Secretary, and members of Association of Arsenic Mitigation (AAM) in the 
village were also included in my poll of informants.  
 
While interviewing both the BAMWSP and GSK officials, I used semi-structured 
interviews to understand the aims and objectives of these projects, the implementation 
process, interaction with the community, and achievements of these projects. I tried to 
understand how these project activities were planned and whether expectations, concerns 
and needs of actual beneficiaries were taken into account. The information that I 
collected from them provided me with an opportunity to examine how different actors 
perceived arsenicosis and its mitigation strategies. The information allowed me to see 
how different actors were incompatible in perceiving and explaining development 
projects and the ways in which development experts‟ understanding of arsenicosis differs 
from the lay knowledge. Such incompatibility and differential perceptions helped me to 
demonstrate why development projects failed in Southwestern Bangladesh which I 
discuss in Chapter Seven.                       
 
Unlike my experience of fieldwork in the village, interviewing bureaucratic state 
officials was often frustrating and posed a number of challenges. Getting an appointment 
was particularly difficult since most BAMWSP officials refused to be interviewed. I 
persistently followed them to their offices and sometimes waited outside their offices for 
hours before I was allowed to go in. Even though they agreed to be interviewed, many 
officials were not comfortable to share information about the project which “failed” to 
                                                                                                                                                 
Parishad Chairman is the head of this administrative unit who is elected by villagers. Currently there are 
4,484 Union Parishads in Bangladesh and under those Union Parishads there are 87,319 villages.   
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achieve desired aims and objectives. Sometimes they were agitated and blamed villagers 
for not making development projects successful. Some other officials gave me specific 
appointments but cancelled at the last moment. At some point of my fieldwork, I was 
afraid that I might not get enough data to write my thesis. I was, however, aware of the 
“pains” and “pleasures” of anthropological fieldwork and I did not expect everything as I 
wished. I never despaired; rather I was prepared for any kind of uncertainties and ready to 
find ways out of it.  
 
Yet, at some other occasions, I really enjoyed my fieldwork. I was thrilled when I 
obtained easy access to informants and got interesting information through many 
rewarding interviews, which did happen most of the times. I was welcomed in many 
offices and they shared their ideas in a friendlier environment. They were eager to know 
about me and my research project. Others were very much interested to know more about 
life and culture in Singapore than my research work. I took that opportunity to establish 
friendship with them by sharing information about Singapore. Throughout the fieldwork I 
always kept my patience and did not express anger or disappointment during difficult 
situations. I accepted and enjoyed the fieldwork process, which was exciting and 




3.7   CONCLUSION 
 
This chapter has demonstrated methodological considerations for this study and has 
argued that qualitative methodologies such as participant observation and open ended 
interviews are necessary for documenting social processes and events, and in accessing 
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detailed information about arsenicosis. It is argued that any meaningful anthropological 
theorization must be grounded in the primary and first-hand information obtained via 
long-term ethnographic fieldwork and a commitment towards thick description (Geertz 
1973). My theoretical arguments in this thesis are based on ethnographic evidence, which 
I obtained through fieldwork in Southwestern Bangladesh.                 
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4 
EVOLUTION OF MEDICAL SYSTEMS IN BANGLADESH AND 




4.1    INTRODUCTION 
 
This chapter delineates how different medical systems historically emerged and 
interacted in Bangladeshi society. By demonstrating the historical coexistence, 
transformation and syncretization of different medical beliefs and practices, I show how 
this has led to a medically plural Bangladesh, which shapes health-seeking behaviour of 
the Bangladeshis. I then focus on the crisis of arsenic contamination in Bangladesh, with 
particular reference to its causes and health consequences. 
 
 
4.2    EVOLUTION OF MEDICAL SYSTEMS THROUGH ANCIENT AND 
COLONIAL BENGAL 
 
Bangladesh dates back to ancient Bengal in the 4
th 
Century AD when Bengal was 
considered to be a part of “janapada11” (see map1 and 2). Besides vanga, there were 
many other janapadas like Samatata, Kamrupa, Utkala, Gauda and Pundra. It was king 
Sasanka in the 6
th
 century AD who first integrated these different janapada into one 
kingdom under his rule (Majumdar 1943: 60). The history of Bengal then evolved 
through the rise and fall of different dynasties, including the Gupta (320-650 AD), the 
Pala (750-1174 AD) and the Sena (1095-1225 AD).  
                                                 
11
The label janapada refers to the earliest small local settlements of Bengal under various tribes or 
kingdoms. Among many other janapada, Vanga refers to Southern part of Bengal, Pundra was on the 
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Different dynasties in ancient Bengal not only introduced new politico-religious 
traditions, but also injected new medical practices. The Vedic and the post-Vedic period 
were crucial in shaping medical systems in ancient Bengal. It was the Aryans who 
contributed to the establishment of Vedic medicine in Bengal based on philological and 
religious contents. The earliest Vedic healers used both magico-religious chants to defy 
demons and herbs for setting bones. The proliferation of Vedic medical knowledge was 
evident through the emergence of different medical skills, such as the surgeons (shalya 
vaidyas), the general physicians (bhisaks) and the magic doctors or bhisak atharvans 
(Bala 2007: 14). The practice of Ayurvedic medicine continued during the subsequent 
Mauryan and the Gupta dynasties. Ashoka, the great Mauryan emperor, established 
Nalanda University in Patna where medicine was first institutionally taught as a separate 
discipline. Two particular schools of Ayurvedic thought flourished at that time: the 
Caraka tradition was based on herbal pharmacopeia, while the Susruta School excelled in 
surgical procedures (Bala 2007: 37; Zysk 1991: 47). The practitioners of Ayurvedic 
medicine enjoyed full patronage from the royal courts and achieved high social prestige. 
In all, the Vedic period contributed in flourishing medical verses and incantations, writing 
on medicine, codification and proliferation of Ayurvedic medical knowledge.  
 
It was Muhammad Bakhtyar Khilji from central Asia who occupied Naudia, the 
capital city of Bengal, in 1201 AD by defeating the last Sena ruler Lakshmanasena to 
establish Muslim rule in Bengal. Since then Bengal had been successively ruled by many 
Muslim dynasties, such as the Ilyas Shahi dynasty (1342-1414), the dynasty of Ganesha 
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(1414-1442), the Husain Shahi dynasty (l493-1539) and Bara Bhuyans
12
. The Muslim 
rulers not only brought Islamic philosophical traditions, but also introduced new medical 
knowledge and practice called Unani, based on Greek humoral philosophy. The arrival of 
a new medical system, however, did not threaten the already prevailing Ayurvedic 
medical system and indigenous healing practices; rather a peaceful co-existence of 
different medical systems was observed (Bala 2007). The presence of both vaids, 
specialized in Ayurveda, and hakims, specialized in Unani medicine, in the royal courts 
reflected equal treatment and royal support from the Mughal Emperors. As Bala (2007: 
45) notes:  
 
Providing incentives and conferring honors to physicians were symbolic of royal 
appreciation of medical activities. This also attracted reputed vaids and hakims from 
different parts of India and neighboring lands. The rulers often conferred upon them high 
salaries, to encourage them to improve the healing art.  
 
The reign of Akbar and Shah Jahan was particularly significant in promoting Ayurveda 
and Unani medical systems in Bengal. As part of the Emperors‟ philanthropic interest, 
numerous hospitals and charitable dispensaries were established all over Bengal for 
providing health-care services to the population. Besides royal support, it is argued that 
Ayurveda and Unani medical systems managed to co-exist and survive because of 
continued support and acceptance from the common people (Bala 2007: 65). Another 
reason why both medical systems harmoniously co-existed was because of their internal 
similarities in that both systems were guided by the humoral philosophy. In Unani 
                                                 
12
 Though other parts of India were already conquered by the Mughal empires, Bengal enjoyed political 
independence from Delhi sultanate between 1201 and 1575 AD. Due to the strategic position, Sultans of 
Bengal managed to drift away from the control of Delhi. Bengali land-lords, also known as Bara Bhuyans, 
successfully defied the invasion of the Mughal troops and maintained the political independence in their 
own territories. In 1576 Mughal Empire Akbar defeated Bengal‟s Sultan Daud Khan Karrani to 
successfully establish Mughal control over Bengal.  
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medicine, these humors consisted of blood, phlegm, black bile and yellow bile, while in 
Ayurveda the humors were air, bile and phlegm (Bala 2007). It is believed that these 
internal similarities brought both veids and hakims closer to each other in practicing and 
sharing their therapeutic knowledge. As Bala notes, “Practitioners of Ayurveda and 
Unani collaborated with a similar paradigmatic approach in an environment that 
facilitated mutual exchange of medical ideas” (ibid 2007: 69). On the ground, apart from 
the existing Ayurveda, the common citizenry accepted Unani as one more healing option, 
thereby contributing towards a more pluralistic medical field in Bengal.  
 
Medical systems in Bengal also underwent tremendous change during the colonial 
period. Besides the pre-existing Ayurveda and Unani medical systems, a new scientific 
biomedicine was introduced in Bengal. Prior to imperialism, Ayurveda and Unani 
medical systems were directly blessed by the royal courts and flourished in a congenial 
environment. During colonial rule, however, these two medical systems lost this support 
and dignity, and fell from grace. The predicament of native medical systems started 
during the rule of Lord William Bentinck who shifted Imperial policy from supporting 
indigenous medical systems to prioritizing the teaching and practice of biomedicine. 
Throughout the nineteenth century, the teaching and training of western biomedicine 
were enormous under the direct patronization of the Empire, which paved the way for the 
future development of biomedicine in Bengal. This transformation mostly took place by 
suppressing and de-patronizing the native medical systems by the colonial rulers.  
 
Under colonial rule, native medical systems were criticized as “unsystematic, 
incoherent and unreliable” and thus “rigid” and “closed” owing to their association with 
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religion (Buckingham 2002: 70). The mythological characteristics of native medicine 
were perceived to be “unscientific” and considered inferior to the newly established 
scientific biomedicine. The native medical practitioners were discouraged and 
discriminated against (Ernst 1999; Liebeskind 2002). For the first time in the medical 
history of Bengal, a tension was noticed among different medical practitioners based on 
their perceived hierarchy, superiority and scientific legacy (Gupta 1976: 370). Allopathic 
doctors, with their training in scientific biomedicine, placed themselves at the top of the 
hierarchy, whereas native medical systems were looked down upon and referred to as the 
“products of paganism and superstition” (ibid 1976: 370).  
 
To further institutionalize western biomedicine, the Calcutta Medical College was 
established in 1835. Biomedicine soon became available even in the rural areas of Bengal, 
although accessibility to this medicine remained limited to a small section of wealthy and 
upper caste population (Bala 1991:20). On the other hand, indigenous medicine 
continued to be practiced at the private level “largely due to the continuation of the 
popular support it had received through the ages” (ibid 1991: 18). During the nineteenth 
century, a new sense of nationalistic politico-ideology emerged among the affluent and 
English-educated voddorlok in India, which motivated them to take part in the swadeshi
13
 
movement. The politico-historical significance of the swadeshi movement was far-
reaching, which ultimately paved the way for India‟s political independence by 
compelling the British to quit the subcontinent in 1947. As far as medical history was 
                                                 
13
 Swadeshi movement was an anti-imperialist movement under the leadership of Mahatma Gandhi who 
called to an end of British colonialism in India, largely because of its exploitative and discriminatory 
attitudes towards the Indian people. The major guiding strategies for Swadeshi movement were a call for 
boycotting Western products and the revival of indigenous culture and technology. Swadeshi movement 
later on paved the way for broader anti-colonial movement and political independence of India.      
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concerned, the nationalistic swadeshi movement called for a revival of indigenous 
medicine. Ayurveda, Unani, Yoga and other forms of native healing systems became part 
of the broader nationalistic sentiment. The formation of the Committee on Indigenous 
Systems of Medicine in 1923 reflected the need to institutionalize alternative medicine, 
which further promoted teaching, research and training of vaids and hakims in Bengal 
(Bala 2007; Kumar 2002; Patterson 2001). Despite such initiatives for reviving 
alternative healing systems, biomedicine continued to dominate other medical systems in 
the post-colonial context.   
 
4.3    BANGLADESH: THE POST-COLONIAL CONTEXT 
 
The decline of the British Empire in 1947 realigned the Indian subcontinent into two 
different nation-states, India and Pakistan. Although part of Bengal for centuries, West 
Bengal, on the ground of being numerically dominated by the Hindus, belonged to India, 
whereas what was then East Bengal, being dominated by the Muslims, constituted part of 
Pakistan (Chatterji 2007; Khan 2007; Pandey 2001; Tan and Kudaisya 2000). Except for 
religious similarity, there were virtually no geographical and socio-cultural connections 
between East and West Pakistan. Such a disconnection resulted in a discriminatory 
attitude, political dominance and military invasion over East Pakistan by the West 
Pakistani rulers. Discontent ultimately broke out in 1971, when Sheikh Mujibur Rahman, 
the political leader of East Bengal, declared independence for Bangladesh. With the 
assistance of the Indian military, the nine-month long liberation war ended up with the 
surrender of the West Pakistani Army in December 16, 1971, Bangladesh emerged as a 
new nation-state in the World map.  
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Map 6: Map of Bangladesh  
Source: Asiatic Society of Bangladesh  
Accessed from: http://banglapedia.net/HT/B_0141.HTM 
 79 
4.3.1    The State, Government and Politics 
 
Following independence, a new government was headed by Awami League leader Sheikh 
Mujibur Rahman as the president of this newly established nation-state. The initial period 
of the government was marked by some accomplishments, such as restoring the economy, 
providing employment for the people, nationalizing all big industries, financial 
institutions, education and health, uncovering illegal arms, and reconstructing the war-
ravaged infrastructure (Hakim 1998; Riaz 2005). Such initial successes of the 
government, however, soon faded as the law and order situation deteriorated, the price of 
essential commodities went up, corruption of the government officials became 
widespread and the state failed to control the huge nationalized sector (Huque 1997; 
Hakim 1998; Baxter 1984). Through the fourth amendment of the Constitution, the 
government radically departed from its democratic practice and turned into an 
authoritarian regime. It replaced parliamentary democracy with a presidential system, 
postponed fundamental rights, terminated the autonomy of the judiciary, and banned the 
publication of newspapers (Hakim and Huque 1995). Such regulations threatened the 
interest of many Bangladeshis and Sheikh Mujib, who was once called “friend of Bengal” 
(bangabandhu) was vehemently criticized for his actions. In a pre-dawn military coup on 
August 15, 1975, Sheikh Mujib with many of his family members was assassinated. 
 
Since the killing of Mujibur Rahman, the military appeared as the decisive factor 
in the political life of post-colonial Bangladesh. At least two waves of military 
interference disrupted the civil politics of Bangladesh: firstly, Major General Ziaur 
Rahman, who took the control of the state in 1976 and was assassinated again by the 
unruly military members in 1981 and secondly, the regime of Major General Ershad 
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(1982-1990). The end of Ershad regime by a mass movement in 1990, however, signaled 
the reinstatement of democracy. Four consecutive parliamentary elections had so far been 
held in a peaceful manner. At the same time, political antagonism grew in an 
unprecedented way. The destructive confrontation between different political parties, the 
action of the ruling party to suppress and harass the opposition, and the rise of Islamic 
fundamentalism signaled ominous sign for establishing democracy in the country (Jahan 
2003; Riaz 2005).       
 
Apart from military interference and political antagonism, the achievements of the 
democratic government have been severely affected by poor governance, particularly 
wide spread corruption and lack of accountability at all levels of public sectors (Ahmad 
2002; Alamgir, Mahmud, & Iftekharuzzaman 2004; Sobhan 1993). For promoting “good 
governance” and effectiveness of the state apparatus, the World Bank and IMF recently 
prescribed that Bangladesh should undergo “structural adjustment” with a smaller public 
sector and liberalized pro-market governance. Responding to such prescription, a number 
of initiatives had been taken, including divesting public enterprises, attracting local and 
foreign investment and promoting private entrepreneurs (Haque 2001: 1410). In order to 
accentuate these reform processes, a number of institutional changes were made such as 
the establishment of the Privatization Board, Board of Investment, Deregulation 
Commission, Anti-corruption Commission, and National Commission for Reforming 
Government (Ibid 2001: 1412). The Bangladeshis have been waiting to see the general 
implication of such institutional reforms in terms of improvement in good governance, 
accountability of the state, and restriction of the widespread corruption.  
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4.3.2    People, Culture and Economy 
 
Home to approximately 145 million people in an area of 147,570 sq. km, Bangladesh is 
one of the most densely populated countries in the world. Bangla is the national language 
and one of the strongest bases of identity formation of the Bengalis. The following table 














   
Table 1: Demographic Characteristics of Bangladesh  
  (Source: Bangladesh Bureau of Statistics 2001) 
  
The Bengalis are the ethnolinguistical majority group and constitute approximately 98 
percent of the total population. However, there are also some other indigenous minority 
groups who live in the Northern, North-eastern and South-eastern part of the country. 
These indigenous groups, who constitute less than two percent of the total population, 
have their own language and cultural identity. The state, however, does not recognize 
such heterogeneous cultural existence; rather it attempts to homogenize and unify 
Bangladeshi society through superimposing Bengali nationalism on these minority 





Between 20º34' and 26º38' north latitude and 
between 88º01' and 92º41' east longitude 
Area 147570 sq. km. 
Total 
Population 
147,365,352 (As of July 2006 est.) 
Ethnic Mosaic 
Bengali 98%, others 2% (includes tribal 





Religion Muslim 83%, Hindu 16%, other 1% 
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The unity and solidarity of the Bengali nation, which, deriving its identity from its 
language and culture, attained sovereign and independent Bangladesh through a united 
and determined struggle in the war of independence, shall be the basis of Bengali 
nationalism (emphasis added). 
 
Thus, the state imposition of Bengali language and culture, as the root to Bengali 
nationalism, instantly labels the rest of the non-Bengali indigenous communities as 
“ethnic minorities”, thereby exclude them from the mainstream life and culture of the 
society (Bal 2007; Shafie and Mahmood 2003; Islam 2003; 2005). Moreover, the state 
declaration of Bangla as the state language further turns these non-Bengali speaking 
ethnic groups into a linguistic minority (Mohsin 2001). Islam, being the religion of 83% 
of the population, has been declared the state religion, thereby labeling other religious 
beliefs (Hindu 16% and others 1%) as religious minorities. 
  
The female literacy rate is very low, 31% compared to nearly 60% of the male 
population, reflecting the subordinate position of women in a predominantly patriarchal 
society of Bangladesh. Women are secluded from the outside world in the name of 
purdah or veiling, which restricts women‟s mobility and search for employment and 
education (Haque 2009; Rashiduzzaman 1997; Rosario 1992; White 1992). A number of 
studies reveal that men consider physical assault on wives justifiable, if they fail to 
perform domestic chores, neglect caring for the children, become disobedient to their 
husband, or interact “inappropriately” with men beyond the family (Amin 1997; Koenig 
et al. 2003; Naved et al. 2006; Schuler et al. 1996, 1998). Gender discrimination is also 
evident in accessing health-care services and men are more likely to receive medical care 
than women (Feldman 1983; Haque 2009). To fight such discriminatory attitudes, many 
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NGOs are now working in Bangladesh to empowering them by providing micro-credit
14
 
(Hunt and Kasynathan 2001; Mizan 1994; Yunus 1999, 1997).    
 
Another crucial aspect of life and culture in Bangladesh is its large subsistence-
based population (approximately 80% of total population) who live in the villages. Most 
of these villagers rely primarily on agricultural activities, which are often supplemented 
by other household-based small enterprises such as livestock and poultry farming, 
running small shops, or simply engaged in manual labour in other‟s agricultural lands. 














Table 2:  Economic Aspects of Bangladesh 
      (Source: Bangladesh Bureau of Statistics 2001) 
 
Nearly half of the Bangladeshi population lives below the poverty line. Although 85% of 
the total land area of Bangladesh is arable, it is not evenly distributed, since nearly 28 
percent of the total rural population is landless (BBS 2001). The landless either rely on 
sharecropping with agricultural land owned by others or engage in various manual works. 
The economic condition of the landless is very poor during the monsoon and off seasons, 
                                                 
14
 Micro-credit has become a buzz word in the NGO and development discourses, particularly after 
Mohammad Yunus, founder of Grameen Bank in Bangladesh, won the Nobel Prize for this project. Micro-
credit is a small collateral free loan that is provided particularly to the women for supporting their small 
enterprises so that they can be empowered through economic self-sufficiency by running their small 
business or rearing livestock. 




Unemployment Rate 2.5% 
Agricultural products 
Rice, Jute, Tea, Wheat, Sugarcane, Potatoes, 
Pulses, Oilseeds, Spices, Vegetables 
Industries 
Textiles and Garments, Jute, tea, Newsprint 
paper, Cement 
Natural Resources Natural Gas, Coal 
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when there is no agricultural work. The GDP per capita, as illustrated in the above table, 
does not represent the actual income distribution of the population, since almost 45% of 
the population lives below the poverty line, leading a hand-to-mouth existence. One 
consequence of having such a large population living below the poverty line is the 
widespread prevalence of malnourishment, particularly among children and women 
(Rahman et. al. 2005; FAO 1999; UNICEF 2006). An estimated 58% children of pre-
school age are malnourished and underweight and 51% is stunted, whereas nearly 50% of 
women suffer from chronic energy deficiency (WHO 2000). The costs associated with 
such malnutrition are often very high in terms of both economic and human development, 
since the malnourished population is highly susceptible to different diseases owing to 
their low body resistance.  
 
4.3.3     NGOs and Development Programs 
 
Any reference to Bangladeshi society and culture would be incomplete without 
recognizing the involvement of NGOs and the ways they promote development. The 
contemporary history of the emergence of NGOs in Bangladesh can be traced back to the 
1970s, when a devastating cyclone followed by the liberation war in 1971 killed millions 
of people and left Bangladesh virtually devastated in all sectors. The government of the 
newly independent nation-state was bound to seek international support in order to 
reinstate development activities and reconstruct the war-damaged infrastructure. Such a 
call received prompt response from many international organizations, which channeled 
millions of dollars to assist the government in implementing various relief and 
rehabilitation activities. Despite various poverty reduction and development strategies, 
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the state failed to achieve its desired outcomes because of bureaucratic, inefficient, 
corrupt and inflexible approaches, which dissatisfied the donors (Jamil 1998; Devine 
2003; White 1999; Hashemi 1993).  
 
The failure of the state to ameliorate pervasive poverty opened up a new space for 
the NGOs to come up with different development projects, targeting directly the rural 
poor and vulnerable population. By the 1990s, the growth of NGOs was exponential as 
the number increased from 494 in 1991 to 1370 in 2000 (Devine 2003). The relatively 
short history of the emergence of NGOs in Bangladesh suggests at least three different 
phases of involvement: firstly, in the 1980s, NGOs were involved in the relief and 
rehabilitation projects, followed by a second phase in the 1990s when NGOs were mainly 
involved in poverty reduction, informal primary education, micro-credit, rural 
development, women‟s empowerment and gender issues. Recently there has been a shift 
in NGO intervention, focusing more on environmental protection, partnership with the 
government, good governance and the formation of civil society (Jamil 1998; Lewis 
1997; Rahman 1999).   
 
NGOs are recognized as the “agents of development par excellence” (White 
1999). Particularly, the award of the Noble Prize to Grameen Bank reflects a new 
recognition of NGO activism globally. The outcome of the NGO intervention in 
Bangladesh is remarkable, since thousands NGOs reach millions of individuals and 
households in the rural areas with improvements in various developmental indicators. It 
is claimed that NGOs are the first to attack the root of poverty through micro-credit 
program. NGOs are considered the carrier of many observable changes in the areas of 
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household income, asset accumulation, networking, awareness creation in contraceptive 
use, informal education, better toilet, sanitation and drinking water facilities (Chowdhury 
& Alam 1997; Islam 2004(a), 2004(b), 2010; Islam, Banu & Saha 2001; Hashemi & 
Morshed 1997; Hulme & Edwards 1997; Khandker & Khalily 1996; Khandker 1993; 
Mayfield 1997; Yunus 1997, 1998, 1999).  
 
The contribution of NGOs in promoting health is also impressive. Many NGOs 
prioritize promotion of contraception, water and sanitation as their central development 
agenda. Although the exact number is unavailable, an estimated 400 NGOs are actively 
involved in promoting preventive and curative health-care services at the community 
level (Hashima-e-Nasreen et al. 2007: 15). Maternal, neonatal and child health care 
programs of Bangladesh Rural Advancement Committee (BRAC) reach nearly 19 million 
people in rural Bangladesh. BRAC trains thousands of health assistants (Shasthya Sebika) 
from its female micro-credit group members, who are subsequently employed for 
promoting preventive, promotive and curative health-care services at the community 
level. By visiting door-to-door, they disseminate health, nutrition and family planning 
messages, motivate people to use sanitary latrines and safe drinking water, promote safe 
motherhood, provide treatment for common illnesses, and sell basic health commodities 











4.3.4   HEALTH-CARE SYSTEMS  
 
Health-care systems of Bangladesh can be broadly organized into three sectors: the 
professional, the para-professional and the traditional
15
. Each of these sectors is described 
below. 
 
The Professional Sector  
 
Following independence, the government adopted the Primary Health Care (PHC) 
approach with a four-tier system: (1) community health workers at the village level (2) 
satellite clinics/health posts (3) Union Health and Family Welfare Centre (UHFWC) at 
the Union level, and (4) Upazila Health Complex (UHC) at the sub-district level (WHO 
2000; Khan 1984). Currently, through 3,178 UHFWCs preventive health-care and family 
planning services are provided at the village level (Bangladesh health Watch 2007). 
These UHFWCs are usually run by Health Assistants (HA) and Female Welfare 
Assistants (FWA), who generally make door-to-door visits for creating awareness about 
public health and family planning issues.  
 
The UHC is the first referral health-care center in Bangladesh, which is usually a 50-
bed hospital and the doctors have at least an MBBS degree. Both ambulatory and 24-
hours emergency services are available there. The services and medications, subject to 
availability, are free at the point of delivery. Currently, there are a total of 402 UHC 
serving approximately 200,000-450,000 population each. Since the UHC does not 
provide specialist health-care services, patients who seek those services need to go to the 
                                                 
15
 I am fully aware of the limitations of such neat categorization of medical systems and the problems 
associated with the definition and “boundary” maintenance of different medical sectors. They are often 
overlapping and syncretic in practice. However, these are just meant to facilitate easy reference and 
discussion of medical resorts in Bangladesh 
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district hospitals. The district hospitals are equipped with modern health-care facilities 
and the services are also free at the point of delivery. Each district hospital has 50-100 
beds for serving approximately to 1-2 million populations. Next to the district hospitals 
are the tertiary medical colleges and their adjunct hospitals located at the divisional
16
 
headquarters. These medical college hospitals are the largest public hospitals with 250-
1050 beds and provide tertiary health-care services. The following chart illustrates the 




Figure 1: Public Health Care Organization in Bangladesh 
 
 
                                                 
16
 Divisions are comprised of some districts. Bangladesh has been divided into 7 divisions for 
administrative purposes. Each division has a Divisional Commissioner, who is the head of all 
administrative activities of this division. 
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The government has substantially increased the budget for establishing medical 
colleges and producing biomedical workforce. Currently, there are a total of 13 
government and 32 private medical colleges in Bangladesh, which have so far produced 
38,000 MBBS doctors in Bangladesh (Amin et al. 2008; WHO 2006). Besides 
biomedicine, the government has also supported alternative healing systems. The 
establishments of the Government Homoeopathic Medical College and Hospital in 1984 
and the Government Unani and Ayurvedic Degree College in 1987 are considered 
greatest leaps towards institutionalizing homeopathy, Ayurveda and Unani systems of 
medicine in Bangladesh.  
 
Despite various initiatives have been taken for improving health-care services, 
problems are many in this public sector (see for example: Aldana, Piechulek & Ahmed 
Al-Sabir 2001; Andaleeb 2000(a), 2000(b); Ashraf, Chowdhury & Streefland 1982; 
Bhardwaj & Paul 1986; Feldman 1983; Islam & Bachman 1983; Kaosar 2004; Paul 1983, 
1999; Stanton & Clemens 1989; Zaman 2004). Development and delivery of health-care 
services remain severely limited by economic, logistic and human resources constraints. 
In 2003, the annual budget allocation for health was only 5.8 percent of the total 
government expenditure (compared to 18.5 in the USA and 15.8 in UK). The problem 
has been exacerbated by the lack of a qualified health workforce, since the doctor-patient 
ratio is only 0.26/1000 (compared to 2.56 in the USA and 2.30 in UK) and nurse-
population ratio is 0.14/1000 (compared to 9.37 in the USA and 12.12 in UK), which is 
by any measure one of the lowest in the world (WHO 2006). The consequences of such 
limitations and inadequacies are reflected in the poor outcome of the public-health 
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services in Bangladesh. One study reports, “Overall performance of the sector was 
unacceptably low by all conventional measures” (Andaleeb 2001:1360). 
 
Given such a poor public-health system, prolific growth has been observed in the 
private health-care sector, as the number of private hospitals increased from 288 in 1997 
to 613 in 2000 (BBS 2001). The proliferation of expensive private health-care services 
has further raised the question of equity and accessibility, since these private resorts are 
mostly based in the urban areas and provide high-tech medical facilities to the upper class 
and affluent population. Poor people with low incomes mostly remain out of these 
services and have no access to them (Andaleeb 2000). 
 
The Para-professional Sector 
 
Influenced by the model of the Chinese bare-foot doctors, the Government of Bangladesh, 
with the assistance of the United States Agency for International Development (USAID), 
initiated to train rural traditional practitioners to create a trained health cadre called palli-
chikitshok (PC). The one-year program was intended to provide basic understanding of 
anatomy, physiology, pharmacology, first aid, nutrition and family planning. Upon 
completion of training, an eligibility certificate was provided so that they can practice 
medicine in rural areas. The underlying assumptions of the PC program were two-fold: 
firstly, these trained health cadres were expected to replace the existing “traditional” and 
“quackery” services by providing skilled allopathic health service to the rural population 
and secondly, this program would increase professional opportunities for educated rural 
individuals who would be willing to serve the community by providing skilled allopathic 
treatment (Feldman 1983).  
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Some researchers, however, have pointed out that the PC scheme has not worked 
because of the perceived hierarchy among different rural practitioners in Bangladesh. It 
has been argued that the introduction of palli-chikitsok has further reinforced the existing 
polarization of health care utilization, since affluent families continue to seek health-care 
services from professional biomedical doctors and the less trained palli-chikitsok remain 
as the last resort for the poorest people. As Feldman (1983: 1888) notes: 
 
… the PC program would reinforce an already class biased medical structure in which 
only minimal services, composed of the least trained, reach the poorest sectors of the 
society. The PC program, in effect, would institutionalize these differences since, given 
available resources, those who could afford trained practitioners would indeed be more 
likely to choose them. 
 
Besides such short-trained palli-chikitsok, there is another category of allopathic 
practitioners at the village level who hold a diploma certificate, a four-year long medical 
training provided by the Medical Assistant Training School (MATS). They are recruited 
by the government and employed as medical assistant at the UHFWC for providing basic 
curative and preventive health-care services to the villagers. These para-professionals just 
described render nearly 18% of health-care services in rural Bangladesh.        
 
The Traditional Sector 
 
Traditional healing services are widespread in rural Bangladesh (see for example, 
Feldman 1983; Bhardwaj and Paul 1986; Ashraf, Chowdhury, & Streefland 1982; Ahmed 
et. al 2000). This sector comprises of a wide array of practitioners, including the 
untrained allopathic drug sellers, village kobiraj, magico-religious healers, herbalists, 
traditional birth attendants and untrained homeopaths. These traditional healers render a 
wide array of medical services, such as treating snake-bites, “removing supernatural or 
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evil eyes”, and “finding out lost goods and properties”. Many traditional healers practice 
privately at their homes, whereas others run herbal drug shops at the village market. 
There are pluralistic and syncretic practices within the traditional healing sector, since 
many traditional healers use both herbs as well as religious chanting to cure illnesses.    
 
Traditional birth attendants (TBA), who are locally known as dai or dhoroni, have 
also a very common presence in rural Bangladesh. In fact, 22.5% of the total health-care 
services of Bangladesh are delivered by this group of practitioners (BHW 2007). 
Although these traditional birth attendants are popularly known for their crucial role in 
delivering babies, they also provide herbal medicine and massage for a range of 
gynecological problems during pregnancy. Besides TBA, another category of traditional 
healers extensively used by the villagers are the religious healers, popularly know as 
hujur in many areas of Bangladesh, who provide various health-care services such as 
“blowing water”17, providing amulets, and jhar-fuk18. In most cases, their services are 
free of charge, thereby popular among the rural Bangladeshis. 
  
One of the most common health service providers in rural Bangladesh is the 
untrained allopathic drug sellers, known as village doctor, who run their own pharmacy-
cum-chamber in the village marketplace for providing biomedical health-care services. 
They sell allopathic medicine with or without prescriptions. What one needs to know is 
the name of a medicine or even without this, one can purchase medicine by just telling 
the symptoms of the illness. These village doctors often do not have any formal training 
                                                 
17
 This is a specific healing technique used by the traditional healers or hujur who blow water while 
chanting from religious books. The water is then advised either to drink or apply externally.    
18
 Jhar-fuk is very common in rural Bangladesh where the traditional healer or hujur chants from the holy 
book and blow on the body of the sick people.  
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in allopathic medicine; rather they are apprenticed under a senior village doctor. 
Although the Drugs (Control) Ordinance of Bangladesh clearly mentions that “No person, 
being a retailer, shall sell any drug without the personal supervision of a pharmacist 
registered in any Register of the Pharmacy Council of Bangladesh”, these laws are rarely 
implemented in practice (The Drugs Control Ordinance 1982). 
 
Thus far, I have demonstrated that Bangladesh has been historically evolved into 
a land of diverse medical practices and the Bangladeshis have the access to varieties of 
health-care services. Health-seeking behaviour of the rural Bangladeshis is thus shaped 
by the presence of pluralistic medical systems. Having discussed these medical systems, 
it is now necessary to describe the problem of arsenic contamination in Bangladesh, with 
particular reference to its causes and health consequences.  
 
4.4    ARSENIC CONTAMINATION: ITS CAUSES AND HEALTH 
CONSEQUENCES 
 
Arsenic, known as the “King of Poisons”, is a ubiquitous element in the environment, 
which exists in either inorganic form such as arsenite (H2AsO3) and arsenate (H2AsO4) 
or organic form such as methyl arsenic acid [CH3AsO(OH)2] and dimethyl arsenic acid 
[(CH3)2As(OH)] (Hossain 2006; Ravenscroft, Brammer, and Richards 2009). Although 
arsenic is an omnipresent element in the environment, the problem arises when the 
amount of arsenic is elevated beyond the permissible levels, which then pose a particular 
threat to human health. Despite considerable disagreement on the permissible amount of 
arsenic intake for human health, the WHO sets a standard of 0.01 mg/L as tolerable limit 
of arsenic ingestion (WHO 2006). Germany and the European Union (EU) adopt 0.01 
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mg/L, whereas Australia sets 0.007 mg/L as their national standard (Ravenscroft, 
Brammer and Richards 2009: 165). The governments of India and Bangladesh set 0.05 
mg/L of arsenic as the national standard for drinking water (Chowdhury et al. 1999; Paul 
2004). A recent survey on water quality of Bangladesh reveals that the average range of 
arsenic concentrations in drinking water is far higher than the permissible standard, 
which is between 0.25 mg/L to as high as 1670 mg/L (Kinniburgh et al. 2003).  
 
Bangladesh is not alone with this problem, as arsenic contamination has become a 
global concern (see map 7 and table 3 for global presence of arsenic contamination). 
Almost all continents have some degrees of exposure to arsenic contamination in the 
groundwater. Although arsenic was first reported in Argentina and Taiwan in the 1920s 
and 1960s respectively, it received global attention only after its widespread detection in 
the ground water in India and Bangladesh. Most countries in Asia, such as Bangladesh, 
India, Taiwan, Vietnam, China, Cambodia, Mongolia, Pakistan and many South 
American countries, such as Argentina, Chile, Mexico and even the USA are affected by 
elevated concentrations of arsenic in the groundwater (Smedley and Kinniburgh 2002) 
 
Blackfoot Disease (BFD), a unique peripheral vascular disease, is one of the 
precarious consequences of arsenic ingestion found in Southwestern Taiwan (Ravenscroft, 
Brammer and Richards 2009; Chen et al. 2003; Lamm et al. 2006). As a consequence of 
drinking arsenic contaminated water, a specific skin cancer known as Bel Ville is found in 
Cordobá, Argentina. It has been estimated that about 100 million people across the globe 
are at risk of developing detrimental health effects owing to prolonged arsenic exposure. 








Table 3: Global Occurrence of Arsenic Contamination (Source: Ravenscroft, Brammer and 
Richards 2009; Mukherjee, Fryar and O‟Shea 2009) 
 
Year Country Occurrences 
1898 Poland 
One of the earliest known cases of arsenic poisoning from well-water 
that caused skin cancer. 
1920s Cordobá, Argentina 
“Bel Ville” disease was identified due to drinking arsenic 
contaminated water. 
1935 Ontario, Canada 
Ground water was first identified containing arsenic. Report of death 
due to arsenic ingestion had been reported.  
1960 Taiwan 
Identification of Blackfoot disease due to drinking arsenic 
contaminated water. Hyperpigmentation, keratosis and skin cancers 
were also identified as a result of arsenic contamination.  
1960s Antofagasta, Chile 
Arsenic was found in the municipality supplied water that caused 
widespread Arsenicosis. 
1975 India First detection of arsenic poisoning in the drinking water. 
1980 Xinjiang, China 
Detection of widespread Arsenicosis in Xinjiang province of 
Northwestern China followed by other 18 provinces. 
1983 West Bengal, India 
First Arsenicosis patient detected leading to widespread concern of 
groundwater poisoning in adjoining areas of Bangladesh and Nepal.   
2001 Vietnam 
Arsenic contamination was found in the Red River Delta, Mekong 
Delta and bordering areas of Cambodia. 
2004 Bangladesh 
Pervasive arsenic contamination of groundwater was established with 
hundreds of death and thousands of Arsenicosis patients, to declare 
the worst disaster Bangladesh has ever faced.  
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4.4.1   CAUSES OF ARSENIC CONTAMINATION 
 
The issue that puzzles scientists is the underlying causes that lead to arsenic 
contamination. Although the causes of arsenic contamination in the groundwater have yet 
to be established conclusively, there are some important leads. Two particular 
assumptions are pertinent here: some geologists believe that arsenic contamination is a 
natural occurrence because of particular geological formations of the alluvial sediments 
and the deltas. This natural occurrence is often explained with two accompanying 
hypotheses: Pyrite Oxidation hypothesis and Iron Oxide Reduction hypothesis, which I 
will discuss next. Some other scientists believe that arsenic contamination is induced by 
humans owing to excessive extraction of ground water, disproportionate use of chemical 
fertilizers for agriculture, and excessive mining activities. 
 
 
Natural Causes  
 
Pyrite oxidation hypothesis is one of the earliest explanations of arsenic contamination. It 
explains that a particular geological and mineralogical composition of the hydrology may 
trigger elevation of arsenic in the groundwater (Acharyya et al. 1999). The Gangetic 
Delta in West Bengal, India and Bangladesh, which is comprised of thick sediments 
deposited by the Ganga-Brahmaputra-Meghna river systems, is particularly prone to 
release arsenic in the groundwater. The mineralogical and sedimentological 
characteristics of the Gangetic delta and Bengal basin suggest that the sand, silt and clays 
of the Quaternary age contain pyrites and iron oxyhydroxides, which are rich in arsenic 
(Meharg 2005: 31). These pyrites, which are rich in sulphide minerals, react with oxygen 
and through a chemical process, the insoluble sulphide turns into soluble sulphate to 
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release arsenic in the groundwater (ibid 2005: 31). In one study, Das and his team 
assumed that excessive extraction of groundwater lowers the water table, which causes 
the aquifer to fill with oxygen, leading to a chemical change in the aquifer to release 
arsenic (Das et al. 1996).  
  
For some other scientists, arsenic in the Gangetic delta and Bengal basin is 
transported by the river systems e.g. the Mayurakshi, the Padma, the Ajoy, the 
Brahamaputra, the Ganges, the Damodar, which originated in the uplands of Chotanagpur, 
Rajmahal highlands in Eastern Bihar, and the Himalayas (Das et al. 1996; Kinniburgh et 
al. 2003). These rivers flow through the copper belt of Bihar, the coal basins of the 
Damodar valley and Gondwana coal seams in the Rajmahal basin to drain arsenic-rich 
minerals to be deposited in the Bengal Basin (Acharyya et al. 1999; Meharg 2005). It is 
assumed that the drainage of these sediments, rich in arsenopyrites, to the lower Bengal 
basin is the main source of arsenic contamination in West Bengal, India and Bangladesh. 
   
 The Iron Oxide Reduction hypothesis, on the other hand, explains that arsenic 
contamination is the result of a complex geochemical reaction between arsenic and iron 
concentrations in the alluvial sediments (Bhattacharya, Chatterjee & Jacks 1997; Nickson 
et al. 1998). Arsenic derives in the particular depth of the groundwater because of 
“reductive dissolution of arsenic-rich iron oxyhydroxides, which in turn is derived from 
weathering of base-metal sulphides” (Nickson et al. 1998: 338). Since concentrations of 
arsenic, dissolved iron, and bicarbonate increase with the depth of the aquifer, Nickson 
and his team infer that iron oxyhydroxides, which are rich in arsenic, are reduced in the 
deep groundwater (ibid: 1998). A strong correlation between high extractable iron and 
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the releasing of arsenic is established in the Bengal basin (Harvey et al. 2005; Hossain 
2006). Thus, according to the Iron Oxide Reduction hypothesis, the causes of arsenic 
contamination are of a natural rather than human origin (Paul 2004).     
 
Human-induced Causes  
 
When arsenic was first detected in West Bengal, India in 1983, scientists assumed that it 
was because of human activities. Such human activities as use of agricultural pesticides, 
chemical fertilizers, excessive extraction of groundwater and mining activities induced 
modification of the geochemical process in the aquifer, which subsequently led to the 
release of arsenic in the groundwater. Among many other human-induced factors, the 
indiscriminate use of chemical fertilizers was highlighted first. During the early 1950s, a 
number of first-generation pesticides and fertilizers such as Paris green, MMA, Cacodylic 
Acid were introduced to increase the productivity of the soil and protect agricultural 
products from insects. Later on different organochlorine pesticides such as DDT, HCH 
were incorporated into this list. Furthermore, different chemical fertilizers, such as 
Nitrogen-rich Urea, Calcium phosphate-rich Rock Phosphate were also widely used, 
which contain high arsenic properties (Meharg 2005; Yu 2001). The widespread use of 
such chemicals is believed to trigger the microbiological and chemical processes of the 
shallow aquifer to further facilitate desorption of arsenic from the alluvial sediments 
(Acharyya et al. 1999).  
 
 Besides such chemical stimulations, there is a strong correlation between 
occurrences of arsenic contamination and the excessive extraction of groundwater 
(Bhattacharya, Chatterjee & Jacks 1997). The introduction of high-yielding varieties of 
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rice cultivation requires an intensive irrigation facility. In West Bengal, India alone, 
during the past thirty years, groundwater had been excessively extracted for irrigation 
purposes by sinking nearly 0.5 million tubewells, 0.1 million shallow tubewells, and 
3,000 deep tubewells (Acharyya et al. 1999; Chakraborti et al. 2002; Das et al. 1996). In 
Bangladesh, the use of groundwater for irrigation purposes increased from 41% in 1982–
1983 to 71% in 1996–1997 (Hossain 2006: 4). Although exact numbers are unavailable, 
it is estimated that 8 to 12 million tubewells are now in operation in rural Bangladesh for 
extracting groundwater to meet the demand for drinking water for 97% of the rural 
population (Kinniburgh et al. 2003; Hossain 2006; Ahmad et al. 2005; Caldwell et al. 
2003). Such an increased extraction of groundwater has lowered the water table which is 
believed to be one of the reasons that arsenic is released in the ground water (Hossain 
2006; Paul 2004).  
  
The problem has further been exacerbated as a consequence of the massive 
expansion of industries in Dhaka, Kolkata and other major cities in Bangladesh and India. 
The noxious wastes from these industrial sources trickle down directly to the shallow 
aquifer to transform the geochemical process of the hydrology (Meharg 2005). Mining 
activities also greatly affected the chemistry and oxidizing process of the aquifer by 
exposing the underlying sulfides to air and aerated water (Henke 2009; Meharg 2005). 
Arsenopyrite is one of the main arsenic bearing minerals found in the coal and ore mines, 
which can be exposed to aquifer during coal mining, ore processing, and coal combustion 
process (Henke 2009: 115). In particular, geologists suspect that the mining activities at 
Gondwana coal seams in the Rajmahal basin, the copper belt of Bihar and the coal basins 
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of the Damodar valley may have triggered the oxidizing process of the sulfide minerals in 
the aquifer, leading to leaching arsenic in the groundwater (Acharyya et al. 1999).  
  
Among other human induced causes is the construction of dams and barrages on 
the waterways, which divert water from its original course. The construction of the 
controversial Farakka barrage
19
 is particularly mentioned as a factor for lowering of the 
water table in the Bengal basin and Gangetic delta (Paul 2004: 1743). The drying up of 
the river Padma has created a particular problem to the geochemical and ecological 
processes of this region (see the picture below). The falling water table resulting from 













                                                 
19
 Situated in the borderland between Bangladesh and India, the Farakka barrage was constructed in 1975 to 
divert water from Ganges to the Hooghly River in Kolkata. Such a construction creates huge controversy as 
the barrage cuts off water flow of the Padma River in Bangladesh, resulting in a huge environmental 
disaster such as drying out the rivers, raised salinity level, ecological imbalance, hindered water-way 
navigation, and the process of desertification leading to huge public-health hazard in the Northwestern 
region of Bangladesh. 
 
  
1. Farakka Barrage 
   (Source: www.sos-arsenic.net)  
2. Impact on the Padma River in Bangladesh  
   (Source: banglaprogressivewatch.org)  
Picture 2: Farrakka Barrage and its impact on the river Padma in Bangladesh 
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 Clearly, both natural and human-induced causes trigger arsenic contamination in 
the groundwater. The pervasiveness of arsenic contamination has put millions of people 
under the threat of developing arsenicosis disease. It is now necessary to describe the 
health impact of consuming arsenic-contaminated ground water.     
 
4.4.2   ARSENIC TOXICITY AND HUMAN HEALTH 
 
According to the United States Environmental Protection Agency (USEPA), arsenic is 
identified as a human carcinogen and categorized in a “Group A” classification, based on 
toxicity next to mercury, thallium, beryllium, cadmium and many other toxic elements 
(Nguyen et al. 2009; Cullen 2008; Brammer and Ravenscroft 2009). Ingestion of a few 
milligrams of arsenic would be enough to induce serious health implications for human 
beings, whereas a dose of 100 to 200mg would be fatal (Cullen 2008; Khan et al. 1997). 
The degree of arsenic toxicity in the human body depends on various factors such as the 
chemical and physical compound of arsenic, the route through which body is exposed to 
it, nutritional level and the age of the affected individuals (Khan et al. 1997; Ravenscroft, 
Brammer and Richards 2009). Depending on the amount of ingestion, the acute toxic 
effect of arsenic can be observed within 30 minutes to several hours. However, the 
chronic implications of arsenic toxicity would only be revealed after 10 to 15 years, if not 
earlier (Tondel et al. 1999; Cullen 2009). Thus, arsenic is called the “silent killer” and 
many individuals are unaware of it until they get skin lesions.  
 
The clinical manifestations of arsenic exposure can either be acute or chronic. The 
acute arsenic poisoning may take two forms: firstly, acute paralytic syndrome such as 
collapse of cardiovascular systems and the failure of central nervous system, and 
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secondly, acute gastrointestinal syndrome, including abdominal cramp, vomiting, bloody 
or watery diarrhoea, throat constriction and skin rash followed by death between 24 hours 
and 2 to 4 days, depending on the amount of exposure (Cullen 2008: 34; Ravenscroft, 
Brammer and Richards 2009: 176). The chronic exposure to arsenic may result in the 
form of a simple everyday malaise, weight loss and general weakness, leading to many 
serious health hazards in the long run such as cardiovascular diseases, kidney failure, 
gangrene and cancer (Cullen 2009).  
 
 From the biomedical point of view, the impact of chronic arsenic poisoning on 
human health can be divided into three categories: dermatological, carcinogenic and non-
carcinogenic manifestations (Ravenscroft, Brammer and Richards 2009: 157). The 
earliest symptoms of arsenic exposure are revealed through dermatological 
manifestations, which are often referred to as arsenicosis (see Picture 3 for arsenicosis 
patients). There are three different clinical stages of dermatological implications. The 
first stage is manifested by such characteristics as melanosis and keratosis, which can be 
identified through black spots, rain drop signs and pigmentation on the skin. The second 
stage is attributed to hyperkeratosis (rough and thickening of the palms and soles, warts, 
corns or plaque-like elevation on the skin), peripheral neuropathy (disorder of nerves), 
and edema (swelling of the legs). The third stage is associated with precancerous skin 
lesions, such as gangrene, cancer of the extremities, hepatopathy and nephropathy (late 
stage of kidney disease). Most arsenicosis patients identified in Bangladesh are between 
melanosis, keratosis and hyperkeratosis stage. 
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The most worrying consequence of chronic arsenic poisoning is cancer. 
Carcinogenic effects of long-term arsenic exposure have been well documented in 
biomedical research. Three types of cancers are particularly associated with chronic 
arsenic poisoning, such as Bowen‟s disease, Basal cell carcinoma and Squamous cell 
carcinoma which are the clinical manifestations of late stage keratosis (Khan et al. 1997). 
Almost all vital internal organs can be affected by arsenic toxicity, including liver, heart, 
urinary bladder, prostate, haemopoietic and lymphatic tissues (Smith et al. 1994). 
Evidence from Argentina, Chile and Japan reveals a strong correlation between exposure 
to arsenic and the development of lung cancer (Ferreccio et al. 2000). In Taiwan, one 
epidemiological study suggests a strong association between long-term arsenic exposure 
and development of lung and bladder cancers. The later stage of Blackfoot disease (BFD) 
has resulted into gangrene and cancer (Chen and Wang 1990). In Argentina, one study 
has found a significant correlation between exposure to arsenic and high mortality rates 











 Picture 3: Arsenicosis Patients. (Researcher and Courtesy of DPHE) 
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Arsenic is also considered to be a major risk factor for developing cardiovascular 
and peripheral artery diseases. Clinical studies have established that long term exposure 
to arsenic is responsible for hardening blood vessels of the heart owing to plaque 
formation, leading to atherosclerosis and related cardiovascular diseases such as 
hypertension and high blood pressure (Engel et al. 1994). The atherosclerotic process 
further leads to ischemic heart disease and cerebral infarction at a later stage (Chen et al. 
1994). Besides external manifestations of arsenic lesions on the skin, different internal 
organs such as gastrointestinal tract, liver and pancreas are affected by arsenic poisoning 
(Ferreccio and Sancha 2006). In Taiwan, Chen and his team have demonstrated a 
significant correlation between arsenic exposure and electrocardiogram-based ischemic 
heart disease, hypertension and diabetes mellitus (Chen et al. 1994).  
 
One crucial fact about arsenicosis is that many people drink arsenic contaminated 
water from the same water sources, but not all are affected by arsenicosis at the same 
time. Thus, one most unsettling matter in biomedicine is to answer the questions: who, 
when and why gets affected by arsenic poisoning? Although the answer is yet to be 
established conclusively, biomedical research demonstrates that the nutritional level of an 
individuals and the body‟s natural capability to resist disease are important factors in 
determining who gets this disease (Khan et al. 1997). Thus, malnourished children, 
women, and older individuals who lack sufficient nutrition are most susceptible to 
arsenicosis.    
 
Another most disturbing factor for the management of arsenicosis is that there is 
no specific biomedical treatment of chronic arsenicosis. Stopping the intake of arsenic-
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contaminated water is considered to be the only advice for improving the condition and a 
preventive measure to restrict further infection (Khan et al. 1997; Cullen 2008). 
Depending on individual cases, biomedical doctors may recommend consuming protein 
and vitamin-rich foods such as beans, peas, pulse, lentils, leafy and green vegetables so 
that the body‟s general resistance against diseases could be improved. In case of primary 
stages of arsenicosis, drinking arsenic-safe water in conjunction with vitamin A, E and C 
supplements may improve the condition. The later stages of Keratosis, however, require 
advance medical management, including topical application of ointment containing urea 
and salicylic acid (Khan et al. 1997). Recently, doctors find chelation therapy, an 
alternative treatment using chelating agents such as Penicillamine, 
Dimercaptopropanesulfonic Acid (DPMS) and Dimercaptosuccinic Acid (DMSA), useful 
in removing body‟s toxic elements like arsenic. Other authorities, however, consider 
Chelation therapy as ineffective and simply a waste of money (Cullen 2008: 43). In the 
case of advanced stages like cancer and gangrene, surgery and amputation of the affected 
organs are the only medical procedures to be followed (Ravenscroft, Brammer and 
Richards 2009: 158).  
 
4.5   CONCLUSION 
 
It has been necessary to outline the history of medical systems of Bangladesh, the extent 
of arsenic contamination and its health impact to allow a transition to the following 
chapter. Arsenicosis is biomedically explained as a particular pathological condition 
which occurs owing to drinking arsenic-contaminated groundwater. Biomedically, 
arsenicosis has been constructed through particular clinical and physiological 
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manifestations, such as melanosis, keratosis, hyperkeratosis, cancer and gangrene. The 
body has been constructed as a biological and anatomical entity and arsenicosis is 
perceived to be a pathological condition which induces dysfunction into the bodily 
systems. The next chapter will delineate the socio-cultural explanations of arsenicosis, 




GHAA: THE SOCIAL CONSTRUCTION OF ARSENICOSIS  
 
5.1    INTRODUCTION 
 
This chapter focuses on how arsenicosis is socially constructed within the broader 
framework of health and illness beliefs and practices of rural Bangladesh. By focusing on 
lay concepts, labels, categories, disease etiologies and practices, as explained and 
experienced by lay villagers, I demonstrate how a biomedical reality of arsenicosis has 
been vernacularized as ghaa in practice. At the end of this chapter, I will demonstrate two 
things: firstly, how arsenicosis is explained using existing local terminologies and disease 
etiologies, and secondly, perhaps preeminently, how the social construction of ghaa 
departs from the biomedical and official explanations of arsenicosis.  
 
5.2    GENERAL HEALTH AND ILLNESS BELIEFS AND PRACTICES OF 
RURAL BANGLADESH 
 
Perceptions about health and illness in rural Bangladesh are socio-historically, 
ecologically and religiously prescribed and are guided by at least two core ideas: firstly, a 
coherent form of practices and beliefs about health and illness, and secondly, these 
beliefs and practices are embedded in the experiences of the everyday life of subjects, 
who live under particular geo-political and ecological constraints (Leslie and Young 
1992). Although popular beliefs and practices about health and illness in rural 
Bangladesh have not been either systematically disciplined or institutionalized per se, 
they are patterned, flexible and pragmatic to the context of the everyday life and culture. 
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Despite lacking the written text-book or procedural protocols, these beliefs and practices 
are very much shaped by “some rule-of-thumb guidelines and some tried and tested 
remedies” (Craig 2002).   
 
 Anthropological research relating to health and illness in rural Bangladesh has 
focused mainly on the areas of government health-care services and their utilizations (e.g. 
Andaleeb 2000; Feldman 1983; Islam & Sally 1983; Paul 1983; Paul & Rumsey 2002; 
Stanton & Clemens 1989), pluralistic medical systems (e.g. Ashraf, Chowdhury & 
Streefland 1982; Bhardwaj & Paul 1986), constraints in public health-care services (e.g. 
Andaleeb 2001; Zaman 2004; Paul 1999) and doctor-patient interactions in a clinical 
setting (Wilce 1995; 1997). There has been clearly a dearth of anthropological 
scholarship in the areas of general health and illness beliefs and practices and their 
implications in understanding, interpreting and managing a specific illness. The only 
exception is Rousham‟s (1994) study of mothers‟ knowledge and perception about 
children‟s intestinal worm infection and the respective use of health-care services in rural 
Bangladesh. My research is unique in the sense that it aims to fill the gap in Bangladeshi 
medical anthropological literature with respect to the everyday health and illness beliefs 
and practices, and how these beliefs and practices shape understanding, meaning and 
management of a specific disease – arsenicosis. The discussions that follow demonstrate 
the general health and illness beliefs and practices of rural Bangladesh and the ways in 







5.2.1    Conceptualizing Health (sustho) and Illness (osusthotha) 
 
During the initial phase of my fieldwork the discussions centered on the issues like health, 
illness, disease, doctors, and medicine. One fundamental difficulty of conducting 
fieldwork in a non-English speaking community was to examine whether western labels 
and categories, such as health and illness were applicable in the local context. Thus, there 
is a need to identify the local terms villagers use to refer to health and illness. This 
conceptual difficulty has already been documented and raised by others, for example, by 
Allen‟s study of illness behaviour among the Thulung people in Nepal (Allen 1976). In 
an effort to avoid the problematic associated with these terms, I did not predefine them. 
Instead, I engaged in an open-ended conversation so as to establish the local 
interpretations, labels, meanings and categorizations related to health and illness as 
perceived and used by my informants. I learnt that in the local context whenever one was 
asked about health (sastho), it was generally referred to the physical and mental 
conditions of an individual. The local meaning of health is often associated with some 
other synonymous concepts such as remaining healthy (susthota) or experiencing illness 
(osusthotha). Kleinman‟s (1980) explanatory model of illness, which basically employed 
such questions as “What do you call your illness? Or what do you think has caused your 
problem?” appears to be very directed, narrow and inapplicable in the context of rural 
Bangladesh. I agree with Pigg (1990) and Zvosec (1996) that such straightforward 
question often leads to an answer like “How can I tell” or simply, “I don‟t know”. Rather, 
to understand disease etiologies and beliefs about health and illness, I had to follow the 
village norms and customs. During my fieldwork whenever I met someone in the village, 
the first typical starting of a conversation was as follows: 
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Saiful:  How are you? (kemon asen)  
(This often led to either a positive or negative answer).  
Villagers: (for positive answer): good (valo asi) or, 
Villagers:  (for negative answer): just going on (eito asi ar ki), or, the body is not 
good (shorir ta valo ney)  
                  
(Excerpt from fieldwork diary)   
 
Thus, following local norms, one is not expected to ask “how is your health”, but begin 
with a general question like “how are you?” (kemon asen), which leads to other 
information about the physical and mental conditions of an individual. From the 
villagers‟ point of view, health and illness often come under the linguistic framework of 
being good or not (valo thaka/ na thaka), which is frequently explained through multiple 
and subjective reasons. When asked about health, respondents used a comparative 
perspective vis-à-vis healthy/sick others to denote one‟s own health condition. As one 
villager explained:  
 
I consider health and illness a matter of comparison (tulonar bisoy). You can never 
consider yourself healthy unless you compare your physical and mental condition with 
someone else who is sick. Look, right now I am fit both physically and mentally because 
at least I am not in a situation like Ali
20
 to whom being alive or death is almost the same. 
Thanks to Allah that I am good and not in such a situation. (Interview with Mr. Hamid, 
a villager of 55 years old, October 26, 2006).  
 
Health and illness are thus explained through comparison with someone else. When 
asked the question “how are you?” many informants incorporated other issues unrelated 
to “disease” to narrate their personal concerns and troubles. These concerns came from 
diverse realities, such as finding a suitable bridegroom for a marriageable daughter, 
effects of draught on agriculture, price hikes for everyday commodities, frequent 
                                                 
20
 Ali is a 45 years old man who has been suffering from Arsenicosis and his one foot has been amputated 
due to gangrene – the last stage of Arsenic poisoning. Now he uses elbow crutch for walking. Everyone 
knows him in the village as an unfortunate victim of Arsenicosis.  
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electricity failure, or even the rise of miscreants who stole oxen, which tremendously 
influenced villagers‟ sense of being good or not (valo thaka/na thaka). As Mr. Delwar, a 
35 year old man, expresses his concern about a stolen ox:             
 
How can I remain good? (kivabe valo thakbo). People will not allow me to stay good. Do 
you want to know why? My only pair of oxen was stolen last month, which were the only 
means of meeting many agricultural purposes. Now it‟s the time to plough lands and I am 
in trouble, and thinking all the time how to manage money to tract land or to borrow 
others‟ ox. I am always worried in these days. If I miss this season, all my family 
members will have to starve. (Interview with Mr. Delwar, August 15, 2006)   
 
Losing the only pair of oxen severely affects the life of Mr. Delwar, which made him 
anxious about maintaining agriculture and the family. This may be unrelated to disease, 
but it upsets his mental condition and disrupts his everyday life which subsequently 
affects the way of remaining good (valo thaka). In another interview, one mother of a 
female arsenicosis patient said:  
 
My girl has reached to her marriageable age (biyer boyos hoyese) but she is suffering 
from ghaa. I am really worried about her. How can I manage a groom for her? Who will 
marry my daughter who is suffering from ghaa? I am seriously worried about this matter. 
(Interview with Mrs. Shahana, August 15, 2006) 
 
Here, the mother is more worried about how to find out a bridegroom for her 
marriageable daughter than the health consequences of arsenicosis. On many occasions 
villagers also informed me that they were anxious about the recent price hikes of 
everyday commodities, as it affected their ability to provide three meals a day for the 
family. Thus, the notion of health and illness has been shaped by the ways in which 
villagers experience their everyday life. Perceptions of health and illness and their 
expressions, however, differ across social classes in rural Bangladesh. For many poor 
villagers, who live from hand to mouth and by physical labour, less meticulous symptoms 
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often remain unnoticed and are generally ignored. One day while I was travelling by a 
trishaw (van)
21
, I informally spoke to the trishaw-puller about his understanding of health 
and illness. He replied:   
 
Don‟t ask me about health. We have to think about what we will eat tomorrow; let alone 
thinking about good health. Look, many times I have to work under sun and rain and 
often feel runny nose (sordi) and feverish (jor jor vab). But at the same time I have to 
think if I cannot pull my van today, my family would starve the next day. So I don‟t care 
about these small symptoms. For poor people like us, we are happy that we are still alive. 
We just have to work hard and live from hand to mouth. We have to work, eat whatever 
we get, and see what happens next. (A 34-years old Trishaw-puller, April 24, 2006) 
 
Thus, in poverty-ridden rural Bangladesh where people have to work hard for merely 
managing three meals a day, minor issues of illness remain trivial to them. They often 
prioritize other issues such as economic survival and cash for maintaining the family, 
ignoring many minor illnesses. Many villagers also perceived health as synonymous to 
the fitness of body (shorirer shokti) and the ability to work. As one respondent explained: 
 
To me health is something that makes me fit for work (kaaj korte pari). If anything that 
limits my power to work (kaaj korar shakti), I would not be in good health. Right now I 
am fine and doing quite well in my work, both in the school and agricultural land, and so 
I think I am healthy now. (Mr. Solaiman, a 40-years old villager, July 24, 2006) 
  
Such a relationship between sickness and inability to work has already been documented 
by Parsons (1951) as “the sick role”, the idea that being sick means that one is exempted 
from normal social role responsibilities. Blaxter (1995) has also explained health as 
“physical fitness”, meaning that good health is perceived as long as the body is found fit 
for work.  In another interview a 65-year old woman stated that old people are not 
                                                 
21
 In the rural areas of Bangladesh, the tricycle, which is locally called van and can carry as many as 5-7 
people, is a very common form of transportation of both goods and people. This is one of the major 
carriages used by the people in my study village to move from one place to another. 
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healthy because they do not have enough bodily strength and hence, unable to work. She 
narrates:      
 
(I) don‟t find enough strength (sorire bol pai na), hands and legs shake, sometimes 
cannot stand up due to weakness. The eyes have become hazy. The doctor says I have 
high blood pressure (rokto chap besi). I am advised to take the red pill
22
 every night. I am 
not healthy at all. (Interview with Ms. Hosneara, April 27, 2006)  
 
In many cases, the conceptualization of health or “remaining good or not” often comes 
with the comparison of time frame: the past and the present. Many villagers often 
recalled their good old days when they did not live in poverty, had lower population 
density, and sufficient chemical-free
23
 food, as opposed to the present day when 
utilization of chemical fertilizer (sar) and pesticides (bish) have become pervasive, 
severely degrading the quality of food, leading to the emergence of new diseases as a 
result of a weakened immune system. As one informant stated:  
 
Can you find any food in the market, which has been produced without chemical 
fertilizer (sar) and pesticides (bish)? How can you expect good health having eaten such 
poisonous food? The water is poisoned, the air is polluted. What is left? Is it not enough 
that we are still alive? But in our times
24
 the condition was not like this. We had fresh 
water, big fish from the ponds, and fertilizer-free rice from the lands. We were happy that 
time. (Interview with Mr. Khan, August 19, 2006)   
  
                                                 
22
 Many patients in the village neither memorize nor understand the brand or name of the medicine, which 
is written in English. However, they usually refer to the colour of the medicine, memorize the specific 
disease for which the medicine is prescribed, or store the empty strips of the medicine to show the medicine 
sellers for their next purchase from the village pharmacy. When I asked to see the pill, she brought a box 
full of many empty strips and homeopathic medicine bottles. She showed me the red pill, which I read as 
Camlodin 5mg tablet, a group of Amlodipine, to lowering down the blood pressure. 
23
 While talking about contemporary food quality and food intake behaviour, many villagers expressed their 
concern over utilization of chemicals (sar) and pesticides (bish) in the agriculture and aquaculture. 
Consumption of these foods, as the villagers consider, is as one of the main causes of deteriorated health 
conditions in recent times.        
24
 “In our times” (amader somoy) is often used symbolically by the older people to refer to their past times, 
which is often portrayed as “good”, and seldom polluted.  
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From these statements, it is obvious that health is a subjective phenomenon. 
Health is considered positively when the school teacher considers physical fitness and 
ability to do work as good health, or when the trishaw-puller ignores minor symptoms of 
illness so that he remains functional for everyday livelihood.  At the same time, health is 
also perceived negatively when the ill-fated farmer narrates his stolen pair of oxen, or an 
anxious mother who is worried about finding a suitable bridegroom for her daughter. 
Clearly, health and illness are defined in subjective, multidimensional and broader 
perspectives. The vocabulary used, the experiences encountered and the symptoms 
categorized are varied, complex and subtle. The social construction of health and illness 
is holistic, pragmatic and often narrate the ways individuals experience them in their 
everyday life. As Dubos (1995: 9) argues: 
 
Health and disease cannot be defined merely in terms of anatomical, physiological, or 
mental attributes. Their real measure is the ability of the individual to function in a 
manner acceptable to him and to the group of which he is part.     
 
 
5.2.2     Dietary Rules and the Concepts of Hot (gorom) and Cold (thanda)         
 
Mary Douglas in her book Purity and Danger: An Analysis of the Concepts of Pollution 
and Taboo (1966) has argued that all societies have a basic classificatory systems of 
binary divisions, which offer such classifications as “clean” and “unclean”, “pure” and 
“impure”. As Douglas (1966: 7) notes: 
 
For us sacred things and places are to be protected from defilement. Holiness and 
impurity are at opposite poles. We would as soon confound hunger with fullness or 
sleeping with waking. 
 
Such a binary classificatory system exists in rural Bangladesh and is used by lay villagers 
to explain health and illness. In medical anthropology, such binary classifications as 
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“hot/cold” and “yin/yang”, based on humoral theory of disease, have been well 
documented across cultures. As evidence of its sociological value, an entire issue of the 
journal of Social Science and Medicine [1987 vol. 25(4)] has been committed towards 
understanding the cross-cultural dimensions of hot/cold phenomena. The origin of this 
humoral theory of disease has been found in the Greek, Ayurveda and Chinese medical 
philosophies, where it has been asserted that excessive exposure to either hot or cold 
situations may create imbalances in body‟s humoral condition, making one susceptible to 
illnesses. It requires a return to balance by consuming foods with the opposite effects, a 
strategy that may also be used as preventive measures (Manderson 1987; Messer 1987; 
Laderman 1987; Nichter 1987a; Pool 1987).  
 
For medical anthropologists, food and foodways are of major interest given their 
significance in understanding and explaining health and illness. In many societies, food is 
considered both as a pathogen that induces disease and a remedy that leads to the 
recovery of strength, vitality and soul that are lost due to illness (Borré 1991; Cassel 
1977; Lupton 1996; Mckay 1980). In the context of rural Bangladesh, dietary rules and 
their perceived hot/cold characteristics are culturally patterned, and have provided a 
frame of reference for conceptualizing health and illness of individuals. The hot/cold 
classification, however, is not only applied in the case of dietary rules, it can also be 
applied in a variety of other contexts to illustrate weather, personal mood, and bodily 
status. Thus, besides hot and cold food, there can also be hot and cold weather, person 
and body.  
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According to rural Bangladeshi health beliefs, one fundamental principle for 
avoiding many illnesses is to keep the body cool by reducing accumulated heat within the 
body. There are different socially constructed ways that rural people rely on to ensure this 
balance. Appropriate bathing has become one of the key ways of eliminating body heat 
and keeping it cool. In this connection, Nichter (1987a) has mentioned two types of 
bathing in the Sinhalese context: a full bath (nanawa) “to cool the body and the mind” 
and body wash (anga sodanawa) “to cleanse the body”. Nichter‟s observation has some 
relevance to the context of rural Bangladesh, where an appropriate full bath (gosol) is 
perceived to be a key towards controlling body heat. Many villagers told me that at least 
one full bath is important for maintaining good health. The preference is for this to be 
performed at noon before lunch, since this time is considered to be the hottest period of 
the day and requires the body to be cooled down. Some villagers, who work as day 
laborers in the agricultural fields, perceived bathing as both a means of cleansing body 
parts and a source of regaining vitality by maintaining a balance between hot and cold.  
 
Besides bathing, another practice of reducing body temperature in rural 
Bangladesh is the ingestion of drinks, which is perceived to be containing cooling 
properties. According to the Bangladeshi culture, whenever someone visits other‟s home, 
particularly during the summer months, a hand fan (hatpakha)
25
 and a glass of cold water 
or shorbot
26
 are offered. Offering these is an age-old practice among the rural 
Bangladeshis, particularly to those returning home from outside. These practices are 
                                                 
25
 Hatpakha is a very common household stuff in rural Bangladesh which is usually made of palm tree leaf, 
and used by hand for producing air to make body cool.    
26
 Sharbot, a kind of drink, refers to a mixture of water, sugar and lemon juice, which is considered in the 
local context as containing cooling properties. However, the preparation of sharbot differs widely 
depending on the availability of the ingredients and one‟s capability of buying them.     
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mostly common during the hot summer days, when the outside temperature is high and 
considered to be harmful. It is believed that the exposure to such heat makes body 
susceptible to runny nose (sordi-gormi), headache and blurred vision. A cooling agent, in 
this case the shorbot or washing body parts with cold water, is then required to 
counterbalance the heat and to prevent these illness symptoms. Moreover, sweating is 
regarded as the loss of body fluids, leading to the loss of energy and vitality of the body. 
Thus, the customary prescription of offering shorbot to someone indicates that a 
culturally constructive framework of balancing body temperature and maintaining health 
is evident in rural Bangladesh. 
      
Associated with this hot/cold framework is the classification of different foods as 
possessing hot and cold properties. It is believed that both hot and cold foods have 
promotive, preventive and causative capabilities, and are either prescriptive or 
proscriptive to certain groups of people. For example, the village kobiraj told me that 
pineapple is considered to be a very hot food and must be avoided by the pregnant 
women, because it may cause fetal malformation or even trigger miscarriage. Some foods 
are considered hot and must be avoided to get rid of certain illnesses. In this scheme, 
brinjal, Indian spinach (puishak), radish (mula) prawn, eggs and beef are considered to be 
hot foods, which may cause skin rashes, itching (chulkani), and allergies. In contrast, 
papaya, bottle gourd (lau), and cucumber (shosha) are considered cold foods and caution 
is advised for those who are prone to colds. The village kobiraj explained thus: 
 
If someone gets skin problem (chulkani-pachra) he must avoid foods like brinjal, beef, 
and prawn as these foods are hot and may exacerbate the condition. Some foods are 
favorable for digestion and gastrointestinal tract. I will tell you to take some light cold 
food like yogurt (doi), banana, plantain (kachkola), wood apple (bel) and flatten rice 
(chira) as these foods are cold (thanda).  (The village kobiraj, July 23, 2006)           
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I found that villagers have well-developed taxonomies to narrate the ways in 
which body can become hot. Many informants told me that their “body has become hot” 
(shorir gorom hoyese), which was understood by such symptoms as yellow colour of 
urine, burning eyes, burning under the palm and feet, and hot flashes. The etiology of 
such illnesses is believed to be because of prolonged exposure of body to excessive heat, 
which dries out the internal body organs, leading to the noted symptoms. Besides external 
temperature, many informants believed that certain allopathic medicines can also induce 
heat within the body, as they are considered hot and can lead the body to be dry. The 
heating property of allopathic medicine is particularly experienced when someone has 
recovered from illness but is still noticeably weak. As one village doctor explained to me, 
“some high dose of antibiotic for long time may cause the body to be weak and it requires 
nutritious diet after the treatment to regain the general vitality and body strength”. 
 
The local terminology villagers used to refer to dietary practice is khao-dawa, 
which basically stands for two different but interrelated meaning: khao (eating) and dawa 
(medicine). The underlying perception behind this local term is that “good food is also a 
good remedy”. In fact, considering food as medicine is not only evident in the 
Bangladeshi culture, Farquhar (1994) and Lu (1986) have already documented the role of 
food in healing process in Chinese society. Nichter (1986) has also reported the 
classification of food and its health efficacy in South Indian context. Mckay (1980) and 
Stone (1983) have demonstrated that there is a contingency between food and healing in 
Malaysian and Nepalese context respectively. In rural Bangladesh, when someone 
recovers from illness, it is suggested that one should be put on a nutritious but easy to 
digest diet such as chicken soup, fresh fish and green vegetables so that the recovery 
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process can be hastened and the body can regain its lost vitality. During their visit to 
doctors, many patients often ask, “What should be the diet?” (khao-dawa ki korbo?) Or, 
are there any dietary restrictions? One homeopathic practitioner in the village told me 
that foods which are considered “hot” such as beef, prawn, brinjal should be avoided 
during the course of treatment.  
 
Thus far, I have demonstrated that the rural Bangladeshis have a well-developed 
theory and logic about the hot-cold framework, not just in relation to illness but also of 
foods and their role in alleviating illness and maintaining good health. There also exist 
culturally patterned ways of maintaining balance between hot and cold through such 
practices as gosol, drinking shorbot, or consuming the right food for maintaining good 
health and avoiding common illnesses. 
 
5.2.3     Time, Space and Perceptions of Health and Illness 
 The idea of time and space and their contingency to disease causation has been well 
documented. In the Japanese context, Ohnuki-Tierney (1984) has described how the 
commonplace customs of maintaining daily hygiene is in fact part of a “complex series of 
activities” that the Japanese carry out throughout the day. Regular bathing and cleaning 
of body parts have been considered important to avoid people‟s dirt (hitogomi) or bodily 
dirt of others, which are perceived to be a major mode of disease transmission. It is 
further argued that the daily practices are embedded in the broader Japanese symbolic 
structure, which defines the inside as pure and clean, whereas outside as impure and dirty 
(Ohnuki-Tierney 1984: 31).      
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In rural Bangladesh, perceptions and explanations of health and illness have also 
been associated with the classification of time and space. These classifications are 
considered to be the guiding factors in shaping activities for maintaining health and 
hygiene in everyday life. According to the rural Bangladeshi culture, certain periods of 
time are considered to be good, whereas others are bad. Associated with these 
classifications are some culturally prescribed norms of what to do and what to avoid for 
remaining healthy. Many informants told me that evening time, particularly during the 
magrib azan
27
, is considered bad for infant and pregnant women. Expectant mothers and 
infants cannot stay outside the home at this particular time, as evil spirits (shoitan) may 
enter into their body to make them sick. One older woman explained this:  
 
You know, the magrib azan time is particularly bad for infant babies and pregnant 
women. The Evil (shoitan) cannot tolerate the sound of magrib azan. So, when the 
magrib azan is announced, the shoitan enters into the bodies of infant babies and 
pregnant women to hide him. And if the shoitan enters anyone‟s body, he/she will 
become sick. So, pregnant women and infant babies must remain inside the home during 
magrib azan time to be safe from the shoitan and thereby avoid any kind of illnesses. 
(Interview with Parul Begum, May 20, 2006) 
 
Some days in the week are considered to be bad (oshuvo) while other days are good 
(shuvo). Informants told me that Tuesdays and Saturdays are particularly oshuvo days of 
the week, thereby inauspicious and be avoided for starting any business, travelling or 
doing any kind of work. One must refrain from taking any important initiative on these 
oshuvo days. Other days of the week, however, are considered shuvo, leading to 
successful outcomes. Many villagers strongly believed that if attempts are taken on the 
shuvo days, especially on Fridays, it is likely to be successful, since this is one of the 
                                                 
27
 Azan is a local term to denote call for prayer for Muslims. Magrib azan refers to call for prayer in the 
evening.  
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consecrated days of the week. However, some educated and young informants described 
these beliefs as “old wives tales” and eccentric (kusonskar). They argued that there is no 
validity to such belief. Despite such refutation, many villagers informed me that they 
think twice before travelling or attempting anything on Saturdays and Tuesdays. Such a 
binary framework of “shuvo/oshuvo” has shaped the understanding of health and illness 
in rural Bangladesh. As the grandmother of one arsenicosis patient explained to me, the 
reason why her grandson had gotten the disease is because he did not pay attention to her 
advice to avoid collecting grass for cows on Saturdays and Tuesdays. She suspected that 
he had come into contact with snake poison on these oshuvo days, which have resulted in 
such a ghaa in his body.   
 
Associated with such classifications of time are the routine activities that are to be 
performed for maintaining good health and hygiene in everyday life. The local concept of 
dirt (moila) and germ (jibanu) has been referred to as a mode of disease causation and 
transmission. According to rural Bangladeshi health beliefs, people come into contact 
with moila either through physical contact with other people, or by consuming spoiled 
food or dirty water. Thus, to avoid disease is to avoid moila/jibanu. To achieve this level 
of hygiene, the first thing one must do is to clean the face and teeth (mukh dhoa) in the 
morning. Mukh dhoa bears particular symbolic message as mouth and nose are believed 
to be the specific routes for germs to enter into the body. These entrance organs must be 
kept clean for body to remain free from the moila/jibanu, thereby ensure good health. In 
order to keep these passages clean, many people brush their teeth with fingers using 
charcoal in the morning. Sometimes water alone is considered enough to clean the mouth.  
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Besides physical cleanliness, cooking utensils and homesteads must also be kept 
clean to be protected from moila. Many women are seen in the morning cleaning 
homestead areas and washing cooking utensils in the nearby ponds and wells. The 
process of cleaning everything in the morning bears the message of how the starting of a 
day with a clean environment is conducive to good health and hygiene. The end of the 
day is also marked with specific activities. Cleaning body-parts and homestead areas are 
important tasks in the evening. Children are asked to clean their body before entering into 
home, which not only implies physical purification, but also symbolizes the transition 
between day and night as well as the conception of  outside as dirt and germ, and inside 
as clean and hygiene (Ohnuki-Tierney 1984: 31). 
 
It is evident in the above discussion that the social construction of time and space 
has influenced they ways villagers make sense of health and illness. The binary 
framework of shuvo/oshuvo has also shaped activities and practices for maintaining 
health and avoiding illness. Given the paucity of extensive ethnographic research on such 
concepts and categories of disease causations in rural Bangladesh, I suggest that further 
research should be conducted on this interesting topic.          
 
5.2.4    Fate (kopal/ vagyo) 
 
Although there have been numerous efforts to contextualize and theorize disease 
causation, it is impossible to provide an all inclusive universal theory of disease etiology. 
One of the earliest ways of explaining disease was to contextualize it within religious 
domains (Evans-Pritchard 1937; Field 1937; Radin 1957; Rivers 1924; Turner 1968). 
Glick (1967: 32), for example, argues:  
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It is common knowledge that, in many cultures, ideas and practices relating to illness are 
for the most part inseparable from the domain of religious beliefs and practices. Illnesses 
are said to be caused by gods, ghosts, angry ancestors, demons, spirits, and other so-
called supernatural beings; or they may be attributed to human beings who are in some 
way able to mobilize unusual powers - witches, sorcerers, evil shamans.  
  
Supplementing Glick‟s argument, Foster (1976) has proposed a model based on two basic 
etiological domains: personalistic and naturalistic disease etiologies. By personalistic 
disease etiology, Forster refers to any purposeful intervention of agents, whether human, 
non-human or supernatural, that is seen to induce illness in human beings. Naturalistic 
disease etiology, on the other hand, includes such natural forces or conditions as heat, 
cold, weather and winds, which stimulate illness owing to the loss of equilibrium in the 
human body (Foster 1976: 775). One major drawback of such a neatly dichotomized 
model of disease etiology is that it fails to take into account the rich ethnographic 
narratives of personal illness, doctor-patient interactions in a clinical setting, and wider 
politico-ecological factors that shape medical systems and health-seeking behaviour of 
lay individuals (Kleinman 1978). This has provoked Kleinman (1980) to propose an 
“explanatory model” of health and illness to incorporate different episodes of illness and 
treatment processes as experienced by actual patients. This model is however, very much 
idiosyncratic, subject to change, and influenced by personal and cultural factors (Good 
1994; Young 1982).         
 
Although Foster‟s theorization has been criticized as limited and narrow, it 
nonetheless offers a powerful explanation of disease etiologies across societies. Fate, bad 
luck and misfortune, as forms of personalistic disease etiology, have been systematically 
conceptualized as underlying causal factors of illness in many societies. Stone (1976), for 
example, has found that in Nepal one‟s fate is determined by the alignment of the planets. 
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If the planet is inauspiciously misaligned (graha bigrayo), one is susceptible to 
misfortune, illness or even death. Zvosec (1996) has also documented that the fate of a 
person is set by the astrological position of the planet during one‟s birth, which plays a 
significant role in determining bad luck, misfortune or illness for the rest of the life. 
Similarly, in Thailand, Naemiratch and Manderson (2007) observed that the cause of type 
2 diabetes is considered to be the result of kam or fate of a person that has been set owing 
to one‟s negative effects of past behaviour. Fabrega and Nutini (1993) also found that the 
Tlaxcalans in Mexico explain disease, illness, and death as the will of Christian God, fate 
or destiny.  
 
Within the rural Bangladeshi context, one‟s fate (kopal or vagyo) is central to the 
popular perception of illness. Although many respondents synonymously used both kopal 
and vagyo to refer to the inevitable ascription of a person, there are terminological 
differences between them. Kopal or forehead is the place where respondents believed that 
the vagyo is written. Thus, the conceptualization of kopal or vagyo has its link to the 
religious doctrine that one‟s fate-write-up (vagyo lekha) has been written in one‟s 
forehead (kopal), which is determined by Allah prior to one‟s birth. According to rural 
Bangladeshi belief, kopal or vagyo can both be auspicious and inauspicious. It can be 
auspicious when attributed to birth, prosperity, marriage, good job or any kind of 
achievements, whereas illnesses, misfortune, death, mishaps, loss of property or any kind 
of sufferings (dukkho) are attributed to as inauspicious. Thus, the ways in which the rural 
Bangladeshis make sense of illness are invariably shaped by the framework of kopal or 
vagyo that has been predetermined, and deemed to be obvious for a person. As one 
respondent explained to me the link between disease and vagyo: 
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Disease (oshukh) is written here (showing his forehead). This is a matter of vagyo. Allah 
has written it there before we are born. The written of the kopal can never be avoided. 
(Interview with Mr. Khan, May 07, 2006) 
  
 
Villagers have a well-developed logic to justify disease, illness, misfortune and sufferings 
within the framework of fate or kopal, which is guided by the Islamic religious belief 
about the afterlife. Illness is considered to be a mode of abolishment of past bad deeds 
(pap mochon). Villagers explained to me that through the sufferings of illness one will 
get rid of the past sin, as the sufferings of illness have relieved him/her from the burden 
of sin (paper bojha). The imam of the village mosque clarified: 
  
Illness (osusthotha) is an examination from Allah. Allah wants to examine our level of 
patience by giving us many sufferings. Those who successfully pass the examination, 
they are the true followers of Allah. Sometimes Allah forgives ones‟ past sin by giving 
disease. So, (one) should not worry when disease comes; rather consider that there must 
be something good in it. It may be a means (osila) of pap mochon. (Interview with the 
village Imam, May 05, 2006)  
 
Thus, the sufferings of illness are justified in two ways: Firstly, through a framework of 
pap mochon, whereby illness is perceived as an examination from God. The individual is 
hence gratified with the loss or sufferings of disease and misfortune. Secondly, illness is 
perceived as a means of purification, whereby the sufferings of illness make someone 
clean by washing out past bad deeds or sin. Conceptualizing illness as an examination 
from God and a means of purification is not unique in the context of Bangladeshi culture. 
Adib (2004) has already documented such an example in Middle-eastern Arabic context 
where illness is considered to be a test from God and the successful passing of the 
condition would be result in reward in the afterlife. Adib notes, “They are being tested 
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and purified from sins and, if they accept the will of Allah and bear their ordeal patiently, 
they shall be rewarded” (Adib 2004: 700).   
 
Is kopal/vagyo alterable? Some respondents believed that vagyo or kopal can be 
changed through observing specific rituals, following strict Islamic regulations, praying 
to Allah, and doing good deeds. This argument is particularly important when someone 
survives a serious illness, injury, or fatal accident, which is explained as a result of past 
good deeds that has altered the inevitable destiny of death. Thus, in rural Bangladesh, 
whenever any patient goes to see an imam for religious healing, one is first advised to get 
pardoned from Allah for his past bad deeds that might have induced illness or misfortune 
to him. Some others hold firm views about the non-changeable characteristics of fate. As 
one 52-year old villager explained: 
 
Fate (vagyo) cannot be changed at all. Since we cannot see what has been written in the 
vagyo, how do we know what has been changed? When time comes, everyone has to face 
death. When time comes, everyone has to face illness. (Interview with Mr. Hoque, June 
10, 2006)  
 
The conceptualization of a bad deed (pap kaj) in the Bangladeshi context differs slightly 
from what Stone (2007) and Zvosec (1996) have illustrated as karma in the Nepalese 
context. Pap kaj only refers to past bad deeds, not the good deeds, whereas karma can be 
either good or bad. It is bad karma that accounts for illness in both contexts. Villagers 
have further well-developed categorization of pap kaj to classify the severity of illnesses. 
The more severe and prolonged the disease and suffering, the worse the past bad deeds 
were. The imam of the village mosque explained to me why one has prolonged or chronic 
illness, whereas others have relatively shorter duration of illness: 
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If someone has done grave bad deed (boro pap kaj) like adultery, Allah may not forgive 
him or if (Allah) forgives, the means (osila) would be very bad. If the osila is a disease, it 
will be a big disease (boro oshukh)… will take a long time to be recovered. You will be 
punished slowly (aste aste)...and one day Allah will forgive you. If someone does minor 
bad deed (soto pap kaj)... but (Allah) still records it. A minor disease (soto oshukh) will 
occur to him from which he will recover in few days and then Allah will forgive you. 
(Interview with the village Imam, May 05, 2006)  
 
Many villagers believe that bad deeds can either be grave (boro pap kaj) or minor (soto 
pap kaj) with corresponding consequences. Grave bad deeds (boro pap kaj) refer to the 
violation of strict prohibitions of Islam such as adultery, killing a human being, and 
faithlessness to God, resulting in chronic diseases. Whereas small bad deeds (soto pap 
kaj) refer to the violation of minor religious regulations of various types, resulting in 
minor illnesses. Villagers have also a clear categorization of different diseases. On many 
occasions, villagers explained to me that chronic diseases are those diseases which are 
severely painful, take a long time to cure, have no remedy or require very expensive 
treatment, and can even lead to death. Examples include such diseases as heart disease, 
bronchitis (hapani), chronic blister (jotil ghaa), and rheumatism (baat). Whereas minor 
illnesses refer to those conditions which disappear quickly, and are less painful; require 
little or no remedy; and usually do not appear as life threatening. Examples of such 
illnesses are headaches (matha betha), dysentery (amasha), minor fever, runny nose and 
cough (sordi-kashi).      
 
Clearly, the idea of fate has profoundly shaped understanding of illness in rural 
Bangladesh. It is believed that illness is predetermined and is written in kopal, which is 
inevitable. Illness is justified as an examination from God and a means of purification 
from past bad deeds. Later on this chapter I will describe how kopal is decisive in 
determining who will suffer from arsenicosis. 
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5.2.5     Bad Weather (kharap abhawa) 
 
Cross-culturally, people do explain illness as a result of abrupt changes in weather 
patterns. The basic etiological explanation comes from the notion of loss of equilibrium 
in bodily humoral factors, particularly imbalances between hot and cold properties owing 
to changes in weather. If body fails to adjust with the changes, one is susceptible to being 
ill. Yan (2000) has found a strong correlation between changes in weather and a rise in 
mortality in Hong Kong. He demonstrated that changes in climate collapse the human 
physical defense mechanism, leading to respiratory and cardiovascular diseases (Yan 
2000: 420). Donohoe (2003) has argued that the adverse impact of environmental 
degradation on human health stems from overpopulation, air and water pollution, and 
global warming. Laderman (1981) further shows that the Malays believe in seasonal 
variations over the year (musim banjir, musim sejuk, and musim kemarau), which govern 
one‟s humoral circumstances, changes in which may result in imbalances, leading to 
increased susceptibility to illness. 
 
Particular seasons of the year are believed to be causal factors in hastening 
particular illness. Reeve (2000) notes that the Caboclo people of the Lower Amazon 
attribute specific illness to particular seasons, for example, flu in the summer and 
diarrhoea in the winter. Shawyer et al. (1996) also demonstrated that in the Thai folk 
taxonomy tong tai or diarrhoeal illness is perceived to be the result of exposure to 
sunshine or an abrupt change in the weather. In India, Chatterjee (1991) notes that 
women are susceptible to various illnesses in winter because of their inadequate clothing 
while fetching water in the early morning or gathering fuel for household cooking. 
Additionally, Indian women‟s long stay in smoky kitchens often culminates in different 
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illnesses, including such respiratory disorders as bronchitis, pneumonia, tuberculosis, and 
asthma (ibid 1991). Such findings are further corroborated by Koblinsky, Campbell & 
Harlow (1993) and Kettel (1996) that women‟s occupation as close to nature further 
increases their susceptibility to climatic illnesses.  
 
In the context of rural Bangladesh, villagers often refer to climatic changes that 
cause different illnesses. Perception of climatic changes often comes from a binary 
opposition: the older vs. recent days. It is believed that climatic conditions in the older 
days were conducive to good health, as opposed to the present climatic conditions which 
have become unfavorable to good health. The older people often said, “The weather has 
gone bad in these days”. One senior villager explained to me:  
 
We never experienced such bad weather in our older days. You see what a heat has fallen 
in the summer days and what a cold in the winter. How can we survive in such heat? 
(We) cannot go outside; (if go) the skin seems on fire. In our times rain used to come 
rightly during monsoon, hot in the summer, and cold in the winter. But now-a-days, there 
is no schedule… (climate) does not follow calendar. You see it is monsoon now… but no 
rain…so heat as if summer has set in.28 (Interview with Mr. Ahmad, June 15, 2006)              
 
Many villagers referred to such changes in the weather as being responsible for spreading 
many illnesses. In particular, the body is perceived to be vulnerable during the transition 
period between two seasons, since it has to adjust to these altered conditions. It is 
believed that young children, pregnant women, and elderly, who are not physically strong 
to adjust to such changes, often fall ill. The village kobiraj said: 
 
When the weather changes from summer to winter or to rainy season, the temperature 
also changes. The body will have to adjust to such changing temperature. If body cannot 
                                                 
28
 It was in the months of monsoon (May to July), according to Bengali calendar month, when I had been 
conducting fieldwork. But the weather was very warm and having seen no indication of rain, people refer to 
it as if this is summer (groom kal). 
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adjust to outside temperature, people become sick. Do you see many people suffer from 
cough, fever, runny nose, and sore threat during seasonal change? It is because of their 
body‟s‟ failure to adjust to the changing temperature. (The village kobiraj, July 23, 2006)  
 
Thus, adjustment to the temperature because of transition from one to the other season 
has been perceived as an important etiological factor for many illnesses. Many villagers 
mentioned that sudden fluctuations of temperature can induce many illnesses, such as 
fever and cough. Family members, particularly young children, are advised by elders to 
be careful and maintain good health through a balance between hot and cold elements so 
that they do not get sick.  
 
Villagers often mentioned that the temperature now-a-days veered towards 
extremely hot or cold during the summer and winter. Sometimes the temperature exceeds 
40˚ Celsius in summer or may fall as low as 8˚ Celsius in winter. Both of these extreme 
conditions are considered as bad weather (kharap abhawa), which can inflict illness upon 
exposure. It is believed that exposure to such hot weather may cause diarrhoea, headache, 
swelling or inflammation. Exposure to cold weather, however, can cause illnesses such as 
headache, runny nose, or asthma (sash kosto). Appropriate dietary rules and suitable 
clothing for maintaining bodily humoral equilibrium have been suggested to adjust to 
such changes, and to avoid such illnesses. People who are already sick are advised to be 
careful about such changes in weather. One asthma patient (hapani rogi) informed me 
that he was worried about the coming winter‟s temperature falling, which increases his 
asthma symptoms. Another arsenicosis patient told me that his condition was aggravated 
during the winter months, causing him some concerns.  
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In the discussion thus far, I have demonstrated the general health and illness 
beliefs and practices of rural Bangladesh. It is quite evident that disease etiologies in rural 
Bangladesh are shaped by many socio-cultural, humoral, religious and environmental 
factors. The terminologies used, the experiences encountered and the symptoms classified 
to refer to health and illness are far from clinically defined and objective biomedical 
categories. A number of socio-cultural factors such as hot and cold framework, 
perception of time and space, and religious factors such as fate appear crucial in shaping 
the understanding of health and illness. Disease etiologies in rural Bangladesh are also 
ecologically prescribed, as kharap abhawa is believed to influence body‟s humoral 
balance, leading to various illnesses. Thus, personalistic, naturalistic and ecological 
factors are important in shaping the ways Bangladeshi villagers make sense of health and 
illness. Having outlined the general health and illness beliefs and practices, the following 




5.3    GHAA: THE SOCIAL CONSTRUCTION OF ARSENICOSIS 
 
This section describes how arsenicosis has been understood, explained and categorized 
by patients, by other members of the family and the community. In so doing, I mostly 
focus on local terminologies, folk taxonomies, personal experiences and lay disease 
etiologies.  
 
5.3.1    Arsenicosis as ghaa 
 
In a conversation with my supervisor about the suitability of conducting an 
anthropological research on arsenicosis in rural Bangladesh, she asked me if I knew the 
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local term villagers use to refer to this illness. I could not answer her question as I did not 
know the exact local terminology people used. Later on, while conducting fieldwork, I 
realized how decisive this question was. On the very first day of my fieldwork, a strange 
thing happened when I was trying to find out arsenicosis patients in the village. I asked 
people gathered at the tea stall, if they knew of any arsenicosis patient in the village. Not 
surprisingly, none of the villagers I encountered in the village tea stall knew of any such 
patient, although I knew from BAMWSP website that there were at least 17 such patients 
in the village. I was bewildered and wondered how to proceed. I then went to the local 
DPHE office to seek their help. They provided me a list of patients and their names found 
while surveying the village.  
 
Having acquired this list, I returned to the village the next day and asked the 
owner of the tea stall if he knew the name of a person from that list. The person promptly 
replied “oh, are you talking about him who is suffering from ghaa…his condition is very 
bad…you cannot believe (his condition) if you don‟t see (him) in your own eyes.” Only 
then I first realized that the villagers use the word ghaa to refer to arsenicosis. I then 
realized that arsenicosis was an alien term and a biomedical description, which was 
mostly unrecognized by villagers. This exemplifies the problematics associated with 
naming and labeling diseases in the biomedical context, and how this does not match the 
reality of ethnographic research.  
 
Most health education messages, bulletins, leaflets and billboards portray such 
ghaa as arsenicosis, which has appeared as an official or biomedical term preferred by 
the public-health officials, medical practitioners, and educated individuals. But most 
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arsenicosis patients I interviewed and other people in the village I spoke to use the term 
ghaa to refer to the illness symptoms associated with arsenicosis. In rural Bangladesh, 
ghaa is literally a general category of skin disease. Varieties of skin diseases such as 
blisters, warts, scabies, and eczema are locally called ghaa, which are very common in 
rural Bangladesh. Given the symptomatic similarity with other skin diseases, villagers 
labeled arsenicosis as ghaa. Thus, while looking for arsenicosis, I found ghaa in rural 
Bangladesh.  
 
The use of the term ghaa, however, has become problematic because of its wider 
meaning, classification and applicability in the local context. The village kobiraj 
informed me that some ghaa are soft with pus inside, whereas others are relatively dry. 
Some of them can be very itchy while others are relatively non-itchy. Some ghaa are 
transmittable, while some others are not. Many villagers informed me that ghaa has a 
different name according to its characteristics, such as dry ghaa (sukna ghaa), ghaa with 
pus (rosh ghaa), itchy ghaa (chulkani-pachra ghaa), and ring worm (daad). Given such 
varieties of meanings and classifications, it is interesting to explore how villagers 
differentiate arsenicosis ghaa from other types of ghaa. The following table illustrates the 









Table 4: Local Terms Used to Explain ghaa 
Symptoms in local terms Translated into English 
Chulkai Itchy 
Jala pora kore Burning sensation 
Rosh-koshani ber hoy Pus and watering discharge 
Haat paa fule jai Hand and legs become thickened 
Chamrai Kalo daag Black spots on the skin 
Shorir durbol hoy Body becomes weak 
Haat paa gota hoy Hard eruptions on hand and leg 
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Following this ethnotaxonomy, the vernacular term ghaa is used throughout the 
rest of this thesis to refer to a particular skin disease biomedically labeled as arsenicosis. 
Obviously, ghaa has been constructed through its symptoms as experienced by patients. 
To differentiate ghaa from other skin ailments, villagers used a binary perspective. The 
discussion that follows describes these binary classifications that villagers used to explain 
ghaa, its symptoms and etiological processes. 
 
5.3.2    Strong Poison vs. Mild Poison  
 
When asked if villagers heard of the word arsenic, most of them replied that arsenic is a 
kind of poison (bish) without any further detail knowledge about it. In one study, Ashraf, 
Chowdhury, and Streefland (1982: 2043) have demonstrated that the rural Bangladeshis 
perceive skin diseases as a result of blood poisoning. Thus, the concept of poison (bish) 
and its classifications are important for understanding how villagers perceive arsenicosis 
and its etiologies. My ethnographic evidence reveals that the rural Bangladeshi villagers 
have well-developed nomenclatures of bish, particularly its varieties organized according 
to severity. Some poisons are perceived to be very strong (kothin bish) and life 
threatening, whereas others are relatively mild (norom bish) and considered to be not so 
dangerous. Villagers informed me that there can be two sources of bish: one is the 
pesticides, used for pest control in the agricultural land, and the other is from snake-bites. 
Villagers‟ conceptualization and categorization of snake poisoning come from their living 
experience under a particular ecological condition where snake-bites are a frequent 
occurrence. Many villagers informed me that ghaa can be a result of poisoning because 
of snake-bites. One 45-year old patient, whose leg up to the knee has been amputated 
because of ghaa, explained to me how he got this disease:    
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On that night I had been returning from the bazaar. It was late at night, nearly 11 pm. I 
did not have any bicycle with me and walking alone to the home. That night had a full-
moon and everything was clearly visible. I had been walking fast since it was already late 
at night. When I reached near to the school, I saw something like a rope laid down on the 
street. While I crossed the rope, I felt something bite me near my ankle. It started burning 
and I thought something went wrong. I thought it might be a snake. With that condition, I 
ran straight to the kobiraj
29
. I showed him the condition and he put some herbal medicine 
onto my tongue. He opened up the wound and sucked the blood. I felt less burning after 
that and came back home. I still felt burning next morning. I had some prior experiences 
of snake bite, which was recovered through jhar-fuk
30
. But that time the burning 
remained. I spoke to my father and he suggested me going to the hujur
31
. I went to him 
and he gave me pani-pora
32
 which I drunk. After two days, I again felt burning and went 
back to hujur. He again suggested me having a bath using the pani-pora. I did that and 
felt well. After some months, I found this ghaa appeared in my hands and feet. I think 
this is a different kind of poison...very hard poison...the whole body seemed to have 
become poisoned. (Interview with Mr Ahmed, July 25, 2006)     
 
Clearly, the patient believes that ghaa is a result of snake-bites. He realizes that such 
poison can only be removed by herbal medicine (gasra oshud) and chanting (jhar-fuk), 
which prompted him to visit the village kobiraj and religious hujur. However, since these 
healing options could not cure his illness, he further categorized such poison as strong 
(kothin bish), which has poisoned his whole body. Thus, the conceptualization of ghaa 
and its etiology are very much shaped by the everyday life experiences and constraints of 
living in an unfavorable condition.  
 
Such a perception of ghaa because of snake-bites is confirmed further by another 
50-year old patient, who had long been suffering from this illness. He explained how 
such ghaa developed in his body:  
 
                                                 
29
 Kobiraj is the village medicine man who uses herbal medicine as well as chanting to cure disease. 
30
 Jhar-fuk is a Bengali word used widely in the rural areas to refer to the use of mantra by the village 
kobiraj or the religious leaders to cure disease.   
31
 Hujur is usually the elder person of the village who is the Imam of the mosque, the religious leader who 
conducts prayer in the mosque. Many people visit him to get religious advices or curing diseases which he 
does by using religious chants or by giving amulets.   
32
 Pani-pora refers to the water that has been treated with religious chants by the hujur. Pani-pora is widely 
believed to have curing capability.   
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One day I went to the field to collect grass for the unfed cows. While I was cutting grass, 
my hands came into contact with era-bish. Do you know what era bish is? (Since I 
replied no, he explained) The bish which you can find in the field as a bubble form left by 
the snakes is called era-bish. That era-bish came in touch with my hands. After some 
days, I found such ghaa (showing the ghaa in his hand) which extended in both my hands 
and legs. I think this ghaa is because of such era-bish. It is not healing at all. It seems this 
era-bish is very hard. That‟s why the ghaa is not healing. (Interview with Mr. Khan, July 
27 2006)  
 
In this narrative, the patient perceives ghaa as a result of era-bish, which he came into 
contact while collecting grass for cows. He believes that this era-bish is very strong, 
since the ghaa cannot be cured. In another interview, one ghaa patient told me that if bish 
cannot be fully expelled from the body, the remnants of it can cause ghaa later on. He 
mentioned, “After I was bitten by a snake, I went straight to the kobiraj, but he could not 
fully expel the bish from my body. I still had burning on my skin and the ghaa appeared. 
This ghaa is because of that bish, which was very strong”. Some other patients also 
informed me that they got such ghaa because of snake-bites, as Mr. Kamal, a 45-years 
old patient, explained:   
 
It was in a night previous to the last monsoon when I was sleeping at my verandah. 
My leg came in touch with something which seemed very cold and I kicked it 
away. Suddenly I felt something had bitten on my right leg and started to burn. I 
shouted and my parents came out and found a snake escaping the scene. They 
killed the snake and brought me to the kobiraj who told me that it was a 
poisonous snake. He tried to expel the poison using gasra oshud. But I think it 
was the poison that resulted into this ghaa; otherwise how can it happen? 
(Interview with Mr. Kamal, July 24, 2006)       
 
From the narratives above, for the lay person, a clear link is found between snake-bites 
and the appearance of ghaa. Some other patients believed that not all poisons can cause 
ghaa. The poisons that cause ghaa are of higher severity and potency, as this bish cannot 
be completely removed from the body. Thus, villagers use a binary perspective of strong 
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bish/mild bish to categorize poisons, based on their degree of severity. Some bish are 
believed to be stronger and life threatening, whereas others are relatively milder and less 
harmful to health. As one patient said, “I had snake-bites before but I did not see such 
ghaa. The last snake-bit was very poisonous, which resulted into this ghaa. This poison 
must be stronger than other poisons”.   
 
Villagers also used a binary classification to explain the differences between 
arsenicosis ghaa and other skin diseases. When asked how ghaa is different from other 
skin ailments, one patient explained:  
 
I have seen many villagers suffering from other ghaa such as blister, eczema (khos-
pachra), ring-worms (daad) and so on. But when medicine is taken, these ghaa disappear. 
But in my case, even after trying whatever available treatments there are, the ghaa is not 
healing. It is returning. Don‟t you think this ghaa is different? It must be due to very hard 
poison. (Interview with Mr. Niaz, August 04 2006)    
 
Thus, villagers believe that chronic and recurrent characteristics of ghaa make it different 
from other skin diseases. In another interview, one villager told me that ghaa is different 
from other skin diseases because of its incurability. He said that ghaa comes back, even 
though medications are taken. It is believed that the poison that causes ghaa is stronger 
than those causing other skin diseases. Thus, the severity of poison and the failure of 
medications to cure ghaa are perceived to be important markers that distinguish ghaa 
from other skin diseases. Many patients also explained to me that ghaa is resilient, 





5.3.3   Inside, Outside and the Poisoned Body 
 
My ethnographic evidence further suggests that the social construction of ghaa is shaped 
by the ways in which villagers perceive the human body (shorir). Although physiological 
implications of arsenicosis have been well-documented in biomedical research, it is 
interesting to explore the ways in which such physiological processes are culturally 
understood.  
 
In rural Bangladesh, villagers perceive the human body as having two 
components: (I) inside (vitor), meaning the internal organs, which cannot be seen and 
remains inside the body such as blood, intestines, arteries and heart, and (II) outside 
(bahir), referring to the external organs, which can be seen such as the surface of the skin, 
hair and nails. Pigg (1995) has already documented such a classification of human body 
in the Nepalese context, who believe that some illnesses occur "inside" the body 
(bhitrako betha), whereas others are perceived as external disturbances. In rural 
Bangladesh, villagers perceive ghaa as a disease from inside the body. They believe that 
although ghaa surfaces on the skin, it has in fact originated from inside the body. One 
arsenicosis patient thus explained to me: 
 
(Showing the palm of the hand) the ghaa as you are looking here, it comes from inside 
the body. I think the poison has entered deep into the body and from there the ghaa 
comes out. (If not comes from inside) why after even using shuku molom
33
, the ghaa is 
not healing? (Interview with Mr. Hossen, August 26 2006)  
 
Another arsenicosis patient explained to me that ghaa first attacks the internal organs of 
the body and then appears on the skin. Others firmly believed that this ghaa is from 
                                                 
33
 Shuku molom is a kind ointment that has been sold by the hawkers in the open streets. Although there are 
different names and varieties of shuku molom in the market, almost every household keeps this in their 
home for immediate cure of eczema, blisters, ring worms, and other skin diseases.   
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inside (vitorer ghaa). This confirms the widespread belief that ghaa is not merely an 
external phenomenon. Recently, biomedical research has also established that arsenic 
poisoning affects many internal organs, such as the liver, kidney and heart (Mazumder 
2005). In this sense, the social construction of the human body, as reflected in the 
villagers‟ understanding of arsenicosis disease etiology, corroborates the biomedical 
explanation of the human physiology.  
 
Closely linked to the above perception of the human body is the social 
construction of blood, which shapes understanding of ghaa. According to my informants 
blood (rokto) is perceived to be the main substance of the human body. If blood is found 
to be good, body would remain well. Villagers believed that good blood (valo rokto) 
would help to create bodily resistance against many diseases, and if blood becomes 
impure (kharap rokto), many diseases would attack the weakened body. Thus, the lay 
notion of blood as good or bad provides powerful cultural framework to explain ghaa 
etiology in rural Bangladesh. Many patients believed that ghaa appears because of 
poisoned blood (bisakto rokto). Some others perceived that their blood has become 
poisoned (rokto bisakto hoye gese) because of snake-bites, which resulted in such a ghaa 
on their body. As one patient explained to me: 
 
I think my blood has become poisoned. If blood were good, it (ghaa) would not happen. 
Why it would happen to me, if the blood is good? You see the pus and discharge, these 
are the poisons that entered into the blood and now coming out. Since the poison entered 
into the blood, the blood has become poisoned and comes out as ghaa in the skin. The 
doctor has given me medicine to purify the blood. If the blood becomes clean, the ghaa 
will disappear. (Mr Karim, August 28 2006)  
 
Thus, villagers perceive that ghaa is due to poisoned blood, and discharges of ghaa are 
considered to be the sign of such impure blood. They also believe that blood can be 
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poisoned, if something poisonous enters into the body either through consumption or by 
inhalation. In rural Bangladesh, snake-bites and consumption of poisoned food are two 
most cited reasons for blood poisoning. Some villagers mentioned that the consumption 
of food, which is produced using chemical fertilizers and pesticides, might intoxicate the 
blood in the human body. Thus, for most villagers, the perception of the impurity of 
blood is central to arsenicosis disease etiology, which in turn shapes the choice of 
treatment options, for example, seeking medications that purify the blood.   
 
In sum, the social construction of the human body, as constituted by internal and 
external organs, is important in conceptualizing ghaa etiology in rural Bangladesh. 
Although ghaa appears externally on the skin, it is believed to have originated internally. 
Additionally, the perception of blood as a vital fluid inside the body has significantly 
contributed towards explaining arsenicosis disease etiology. It is a prevailing belief 
amongst my informants that ghaa is a result of blood poisoning because of snake-bites.  
 
5.3.4     Increase, Decrease and Recurrence 
 
Another frequently cited ghaa etiology in rural Bangladesh is its perceived symptomatic 
characteristics experienced by the patients. My ethnographic evidence suggests a well-
developed ethnotaxonomy that patients used to illustrate this illness. Such 
ethnotaxonomy is explained under the framework of increase (bare), decrease (kome) and 
recurrence (fire ase). I came to notice such characteristics of ghaa during the initial 
period of my fieldwork when my key informant told me that if I was interested he could 
introduce me to Mr. Khan, a 50-year old man, who was known to be a chronic ghaa 
patient. I instantly agreed. One afternoon, we went to his home but his wife informed us 
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that he (Mr. Khan) was not at home. She suggested that we come back early next 
morning. My key informant earlier told me that Mr. Khan had been suffering from 
serious ghaa, which he emphasized that “I would not believe, if I don‟t see his condition 
with my own eyes”. When we met Mr. Khan, we found no ghaa in his body except some 
black spots on the skin. My key informant was surprised and asked, “What happened to 
your ghaa, have you recovered? I heard you had to remain in bed as you could not stand 
up because of your ghaa. Are they gone?” Mr. Khan replied: 
 
Yes, you are right that I had very serious condition during last summer (gorom kale). It 
seemed to me that the skin became rotten…the skin was falling into pieces from my hand 
and feet. People used to cover their nose when they came to visit me. I thought I would 
better die than living in such a condition. By the grace of Allah, the condition is better 
now. In fact, the ghaa increases in the months of Falgun and Chaitra and in around 
Poush and Maagh
34
. The condition remains dormant (thom thoma) during the monsoon 
(borshakal). But it never recovers (sare na) … it comes back (fire ase). I don‟t know 
when Allah makes me free from such ghaa. (Mr. Khan, April 28 2006)  
 
Clearly, the above narrative demonstrates that the symptoms of ghaa fluctuate over the 
seasons. The symptoms increase at sometime, while remaining dormant at some other 
times. In the case of Mr. Khan, the condition of ghaa becomes worse during the months 
of summer and winter and it improves during the monsoon. Thus, one most remarkable 
characteristic of ghaa is that it is never cured, but it comes back (fire ase). Although the 
condition of Mr. Khan was very bad during last summer, the situation improved when I 
saw him during the fieldwork.  
 
                                                 
34
 Falgun and Chaitra are two Bengali months, which roughly falls under summer when the temperature 
rises as high as 41˚ Celsius. Bengali lunar months Poush and Maagh constitute winter when the 
temperature falls as low as 8˚ Celsius. The villagers informed me that skin diseases particularly aggravate 
during these two seasons. 
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In another case, when I went to see Kiran, a 16-year old boy who was suffering 
from ghaa, his mother told me that he was not at home and had been working in a shop as 
sales assistant. His mother explained to me that when Kiran is in a good condition, the 
shop owner allows him to work, but when ghaa reappears, he is forced to take leave. 
Since his condition was good then, he had been continuing his job. Mr. Hossain, another 
55-year old patient who worked as an assistant in the village mosque, also explained to 
me that he could only work on the days he did not have ghaa. Since his condition had 
worsened since last year with a terrible discharge from ghaa, people started to avoid him 
and did not want him to continue the job. He had to give up work early, since people 
disliked to be served by a person with dreadful ghaa in his hands and legs. In another 
case, Rabeya‟s, a 13-year old girl-patient, education was affected by ghaa, since she had 
to refrain from attending school when the ghaa appeared and could only go to school 
when the condition improved.  
 
Thus, the persistent characteristics of ghaa appear to be a powerful framework to 
explain arsenicosis. Villagers believed that other skin diseases can be cured with 
medications but ghaa persists, even though medications are taken. This chronic 
characteristic of ghaa is believed to be different from other common skin diseases. Many 
patients informed me that the symptoms of ghaa appear, sometimes in a violent form, 
become dormant for some time, and then reappear unlike other skin diseases. Many 
villagers also admitted that when ghaa appears it sometimes takes on a serious form, 
while at other times, it is hardly noticeable that the patient has suffered from such a 
terrible ghaa, except for some spots on the skin. Most patients I interviewed informed me 
that ghaa increases (bare) in the months of summer and winter, whereas becoming 
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dormant (kome) during monsoon. It comes back (fire ase), it is never permanently cured. 
Therefore, a socially constructed framework of bare/kome and fire-ase proves to be a 
powerful analytical tool to explain ghaa in rural Bangladesh. 
 
5.3.5     Fate and the Curse of Allah    
 
While explaining arsenicosis disease etiology, a common factor that was cited most 
frequently was fate (kopal). Almost all patients I interviewed invariably referred to kopal 
as decisive factor in arsenicosis disease causation. The reference to kopal was particularly 
evident while illustrating the question “Why ghaa on me?” Villagers realized that all 
family members are drinking water from the same tubewell, but not all of them are 
affected by ghaa. Therefore, they believed that ghaa is inevitably written in their kopal 
and it is fated. Mr. Khan explained to me that he got this ghaa because it was written in 
his fate. He explained to me thus: 
 
Saiful:   Do you think arsenic comes from water? 
Mr. Khan:  (thinking a while)…yes…people said that. 
 Saiful:   Don‟t you believe that? 
 Mr. Khan:  Yes….but I don‟t know much about it. 
 Saiful:   Why? What do you think? 
Mr. Khan:  People say that my tubewell has arsenic but all my family 
members are drinking water from it for long. Some neighbors also 
come to collect water from it. They don‟t have ghaa but I have. 
Why? 
Saiful:   Why? What do you think? 
Mr. Khan:  I think it is my kopal. If it (ghaa) is written in my kopal, in no way 
it can be avoided. The ghaa will occur even though I drink water 
from the bottle
35. Otherwise tell me why they don‟t have ghaa but 
I have? It is because of kopal, nothing else.  
 
                                                 
35
 Bottled water refers to water that has been processed, packed in the bottle and are sold in the market 
which is claimed to be clean and free from arsenic.  
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This patient perceives ghaa as preordained and beyond human control. It is 
believed that ghaa can occur to anyone, if it is written in one‟s kopal. For arsenicosis 
disease etiology, fate is rationalized through the belief that many others have been 
drinking water from the same arsenic-contaminated tubewells, but only a few of them are 
affected by ghaa. One patient thus explained to me that such ghaa is predetermined and 
written in his kopal, and it will happen to him no matter what kind of water he is drinking. 
Such a belief further leads individuals to continue consuming arsenic-contaminated water 
from the tubewells marked as red
36
, a sign of danger, despite prohibition notices by 
NGOs and government agencies. When asked why he did not collect arsenic-free water 
from the water-treatment plant, one villager explained to me:  
 
Water from the plant and red tubewells does not make any difference to me. If ghaa is 
written in kopal, water from the plant cannot protect. I have been drinking water from the 
tubewell for long, but I do not have any ghaa. My fathers and forefather did not have this 
ghaa and thus would also not happen to us. (Mr. Faruq, August 21 2006) 
   
 
Thus, the social construction of fate appears crucial not only in explaining arsenicosis, 
but also in making development projects successful. Most villagers, who did not 
subscribe to arsenic-free water, told me that the plant-water cannot protect them, since 
ghaa is predetermined by kopal. The village headmaster, who was the head of the 
management committee of the village water treatment plant, also confirmed that many 
villagers could not be motivated to subscribe to arsenic-free water supply because of their 
strong belief in fate.      
   
                                                 
36
 Under the BAMWSP project, the nation-wide testing of tubewell water quality was carried out. The main 
objective was to map out the pervasiveness of arsenic contaminated tubewells. The tubewells which are 
found with arsenic concentration higher than the permissible range are coloured as red and people are 
thereby advised not to drink water from that tubewell. The tubewells with arsenic concentration within the 
permissible rage are coloured as green and people are allowed to drink water from that.     
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Besides fate, there are other religious constructions of arsenicosis. Many villagers 
consider ghaa as a “curse from Allah” (allar gojob) and explained it as a consequence of 
past bad deeds (paap kaj). Mr. Ahmed explained to me thus: 
 
I think this (ghaa) is a curse (gojob) from Allah. We surely have done some sin (paap 
kaj). This (ghaa) must be a punishment for our sin. Allah has indeed thrown such gojob 
upon us in order to abolish our past sin (pap-mochon). We are not likely to get rid of it 
(gojob), unless we appeal to Allah with real admission of guilt. (Interview with Mr. 
Ahmed, September 04 2006)  
 
Clearly, ghaa is understood and explained as a curse (gojob) from Allah, which is 
inscribed in one‟s kopal, because of past transgressions (paap kaj). In order to get rid of 
such gojob, it is believed that these paap kaaj must be abolished either through good 
deeds or by solemn prayer to Allah. The village religious hujur also confirmed that the 
pervasive outbreak of ghaa is because of villagers‟ disobedience to Allah. He mentioned: 
 
Don‟t you see that many people have become disobedient in these days? Villagers are 
involved in much misbehaviour which Allah never permits. They have totally forgotten 
Allah‟s rule. This ghaa is nothing but a gojob from Allah, only Allah can protect us from 
this disaster. For this we need to be apologetic to Allah, we need to pray so that Allah 
forgives us. (Interview with the village Imam, August 24 2006)   
  
Thus, in a predominantly Islamic society like rural Bangladesh, the religious construction 
of ghaa appears crucial. Ghaa is believed to be a punishment from Allah. Such religious 
perception deeply influences subsequent health-seeking behaviour of patients, since they 
prefer seeking religious healing to biomedicine. To many villagers, solemn prayer and 
apology for previous paap kaaj are considered to be more rational than drinking arsenic-
free water. Thus, a framework of transgression and its abolishment through punishment 




5.4    CONCLUSION 
 
In light of the above discussion, I demonstrate that a biomedical reality of arsenicosis has 
been socially constructed as ghaa. Villagers explain ghaa as they experience it in their 
everyday life, which is shaped by specific socio-cultural, religious and ecological 
constraints in Southwestern Bangladesh. A mismatch between biomedical and lay 
constructions is evident in the ways that the disease is explained. From a biomedical 
perspective, arsenicosis occurs because of drinking arsenic-contaminated water. However, 
it is a prevailing belief amongst my informants is that ghaa is a result of blood poisoning 
due to snake-bites and ill-fate. The next chapter will demonstrate the implications of such 
a social construction of ghaa for health-seeking behaviour of patients in a medically 
plural rural Bangladesh.  
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6 
HEALTH-SEEKING BEHAVIOUR IN DEALING WITH GHAA 
 
6.1    INTRODUCTION 
 
This chapter demonstrates how the social construction of ghaa, discussed in the 
preceding chapter, has shaped the health-seeking behaviour of subjects within the 
medically plural context of rural Southwestern Bangladesh. The focus is on diagnosis, 
management and therapeutic options that are available to ghaa patients. The state of 
medical pluralism in rural Bangladesh is then discussed, with particular reference to the 
ways in which different health-care services have been utilized and evaluated by patients. 
The chapter begins with a description of the everyday home-based management of ghaa 
using rudimentary healing techniques, followed by a discussion of the different types of 
healing services available to patients. The ways in which people make sense of the 
various health-care options and the factors that shape their decision-making processes in 
utilizing different healing services are explored. In exploring these issues, the focus is on 
the perspectives of patients, their family members and medical practitioners in order to 
work towards a comprehensive and ethnographic understanding of the diagnosis, 
treatment and management of ghaa in rural Bangladesh.         
 
6.2    GHAA AND HEALTH-SEEKING BEHAVIOUR IN THE MEDICAL 
SUPERMARKET OF RURAL BANGLADESH 
 
As has already been described in Chapter 4, one of the remarkable features of rural 
Bangladeshi health-care organizations is the juxtaposition of Western biomedicine with a 
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wide array of traditional health-care services, which perfectly exemplifies the model of a 
medical supermarket, as described by Churchill (1989). According to this model, 
patients‟ health-care choices are guided by autonomy and free choice in an environment 
of medical consumerism. Patients are in a context that is just like a marketplace, where a 
range of health-care services is available to be bought and sold. Patients, who are the 
subjects of medical consumerism, shop around and make pragmatic decisions about 
which health-care services are to be bought. As Churchill (1989:179) nicely points out:  
 
Under this model, doctors, nurses, and other health "professionals" become "providers," 
while "patients" become "consumers." Consumers are then expected to choose from the 
vast medical supermarket which items or procedures for life maintenance they "want." 
(Note here how "need" is usurped by consumer preference.) The possibilities seem 
endless--antibiotics, respirators, chemotherapies, resuscitation (at a variety of levels), 
defibrillators, naso-gastric tubes, and on and on. 
 
In rural Bangladesh, ghaa patients are precisely in the situation described above. One 
major goal of this dissertation is to explore the existing healing options that are available 
to ghaa patients. In so doing, I focus more on the healing options that are actually used 
by the actors, rather than on surveying or enumerating the available health-care services 
in rural Bangladesh. The focus is instead more on the ways in which patients evaluate 
their medical needs and utilize health-care services from a variety of resource options. I 
was always guided by the general question: what do patients do to alleviate the suffering 
of ghaa? The pursuit of this question revealed a broad range of perceptions, practices and 
assessments in relation to the therapeutic management of ghaa. For instance, I found that 
arsenicosis patients used at least three levels of healing options: self-treatment through 
the use of home remedies; village traditional and non-qualified healing services such as 
the hujur, kobiraj, homeopaths and untrained allopaths; and finally, services from 
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professional biomedical practitioners. These practices and healing options are not simply 
taken for granted; rather, the focus is on how such health-seeking processes are actually a 
result of and guided by subjects‟ social construction of ghaa.  
 
6.2.1   Barir Chikitsa: The Home-treatment of ghaa 
 
The initial treatment of ghaa usually starts at home, with self-treatment using either home 
remedies or herbal medicines that are known to be effective in treating specific diseases 
based on indigenous pharmacology. However, the concepts of self-treatment or home-
based treatment appeared problematic to me, since I did not find exact terminology in the 
local language that denoted these terms. Jackson and Jackson-Carroll (1994) encountered 
the same situation when exploring routine health behaviour among the Tamang people of 
Nepal, who do not consider home treatment to be a significant healing option. Jackson 
and Jackson-Carroll (1994: 1008) noted that: 
 
If asked, “What do you do at home if your son or daughter has cherba?” People 
uniformly responded, “We don‟t do anything, we don‟t know what to do, only the bombo 
knows what to do, we go to the bombo. 
 
I faced the same difficulty when exploring the routine management of ghaa at home. A 
question like “what do you do when ghaa appear?” simply yielded answers such as “we 
do not do anything…we go to the doctor” or resulted in a description of treatment 
processes received outside the home. The standard Bangla word that is commonly used to 
refer to treatment is chikitsa, which literally means treatment received outside the home 
or provided by healers or doctors. Although I was interested to explore the rudimentary 
home-based treatment of ghaa, villagers frequently referred me to chikitsa or to the 
treatment processes that have been received outside the home. Finally, while interviewing 
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one particular patient, I came across the term barir chikitsa, which literally means home-
treatment. Since then, I have used this phrase to explore the practices and activities 
associated with ghaa at the household level.  
 
As has been demonstrated previously, ghaa, a general skin disease, is very 
common in rural Bangladesh. Often patients do not recognize the onset of such ghaa 
unless it takes a severe form and limits their ability to engage in physical activities. Most 
patients informed me that they did not do anything when they first noticed small blisters 
or ghaa on their body. It only became a matter of concern for them when they first 
noticed a discharge from the ghaa. Barir chikitsa generally starts with an adjustment in 
dietary intake and the use of common remedies that are available at home. Since 
recurrence is one common feature of ghaa, many patients informed me that they did not 
take any extra care when ghaa remained in a dormant stage. However, there were 
particular seasons in which the ghaa reappeared and sometimes took a severe form. 
Cleaning discharge from ghaa would then become a routine activity for patients and their 
family members. It was usually the mother or other female members of the family who 
helped in cleaning the ghaa. Small pieces of cloth were used to clean the affected area. 
Some patients used liquid dettol as an antiseptic for cleaning purposes, while many others, 
who could not afford dettol or were unaware of the use of antiseptics, used only boiled 
water. Many patients also used boiled water with neem pata (Leaf of the Margosa tree) to 
clean the ghaa, as they believed neem pata has particular healing properties.       
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In interviewing ghaa patients, I came to know about the uses of different plants, 
herbs
37
 and chemicals that were an integral part of barir chikitsa. Some plants were 
grown beside the homestead, while others were collected from areas where they were 
known to be found. Two herbs that were commonly used for healing ghaa were turmeric 
(halud) and the Margosa leaf (neem pata). Sometimes these ingredients were mixed 
together and applied directly onto the ghaa, while at other times they were used 
separately. Many respondents informed me that halud and neem pata have a particular 
healing efficacy, especially in stopping pus (rosh-koshani) from flowing and in reducing 
itchiness (chulkani). One mother of a 14 year old patient explained to me:  
 
When the ghaa comes back and ros-koshani starts, holud and neem pata work very well. 
When halud is used, the pus stops. Halud and neem pata can be used separately, or if 
used together, the combination works fast. Sometimes neem pata is boiled with water and 
used to clean the ghaa. The water (boiled with neem pata) works very well; it stops ros-
koshani and itching. (Interview with Hosne-ara, May 17, 2006)    
 
Herbal medications, which are popularly known as gasra oshud
38
, are widely used in 
rural Bangladesh not only for ghaa but also for various other diseases. Gasra oshud can 
either be consumed by making a juice (rosh) out of them or by directly applying them as 
a paste on the ghaa. Neem pata was believed to be particularly effective for treating 
numerous skin diseases. Many ghaa patients in the village believed that a patch of neem 
and halud effectively stops the discharge of pus from ghaa. One patient stated that, 
“Holud and neem pata should be mixed together to make a paste and apply in the ghaa. It 
                                                 
37
 Villagers often used the local names of the plants and herbs and sometimes it was difficult for me to find 
out the botanical term of some plants. In this thesis, I have used the botanical terms whenever possible or if 
I myself knew that herb. Otherwise I use the terms that the villagers use for the plants.   
38
 The term gasra oshud comes from the Bangla words gas meaning tree/plant and oshud meaning 
medicine. Thus, gasra oshud refers to medicines that come from plant or trees. Different parts of the plant 
are locally used as gasra oshud such as the leaves, skins, roots, and so on.     
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works very well to stop pus discharge (ros-koshani). It also stops itching (chulkani)”. 
Other patients informed me that they would take a bath with mildly hot water that had 
been boiled with neem pata, which is perceived to be effective at purifying body odors 
that occur as a result of pus accumulated from the ghaa.  
 
Besides direct application, drinking small quantities of the juice of the neem leaf 
(neem patar rosh) was believed to be effective in healing ghaa. The internal consumption 
of neem juice is of particular significance. As mentioned earlier, ghaa is perceived to 
have originated from inside the body because of blood poisoning. This belief has guided 
the search for a treatment method that can cure ghaa from within the body. Thus, besides 
the external application of neem and halud paste, juice made from the neem pata, which 
is believed to have blood purifying efficacy, was consumed. The village kobiraj 
explained: 
 
Neem patar rosh is very good for the health. The taste is very bad, and not everyone can 
drink it…but if you can, it is very good for your body. It cools down the body. It is also 
good for the digestive system. It helps to remove dirt from within the body (shorirer 
vitorer moila). It purifies the blood (rakto poriskar kore) and heals ghaa, eczema 
(chulkani-pachra) and many skin diseases. (Interview with the village kobiraj, June 12, 
2006)   
 
I found other patients with pink plasters on their ghaa. When I enquired about this, one 
patient informed me that it was a plaster of potash
39
. A diluted solution of potassium 
permanganate (KMnO4), which is locally known as potash, was sometimes directly 
applied on the ghaa. Many patients informed me that they had been using potash since 
the ghaa first appeared on their skin. The villagers believed that potash is effective 
against many skin diseases and fungal infections. This perception has led them to believe 
                                                 
39
 Potash is the local term for Potassium Permanganate (KMnO4) which patients use in a diluted form on 
their ghaa.  
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that it should also work for ghaa, as it has worked for other skin diseases. As one older 
patient explained: 
 
Why should it not work for this (arsenic) ghaa when it works for other ghaa? The ghaa is 
ghaa and we have been using potash for many years. For itching (chulkani) and eczema 
(pachra), it works very well. I think it can also work for this ghaa. (Interview with Mr. 
Khan, July 14, 2006)  
 
Thus, potash has been used on a test and trial basis, as villagers believe that since it 
works for other skin diseases, it should also work for ghaa. Younger ghaa patients, 
however, know very little about the use of potash and its effectiveness. For them, the 
decision to use potash came from older members of the family. One 14 year old girl told 
me, “I don‟t know much about it…but I know this is called potash. My mother brought it 
for me and she showed me how to use it…and I use this accordingly.” Potassium 
permanganate is available in the village pharmacy at the price of 10-12 taka (US$ 0.14) 
per bottle. If the village pharmacy runs out of its supply of potash, patients can still buy it 
from the Kalaroa bazaar where many pharmacies sell it.                  
 
At this point, at least two aspects of barir chikitsa have become evident from this 
research. Firstly, the practices undertaken and the substances used at home to cope with 
the ghaa are quite rudimentary, and are often overlooked and ignored by the users, unless 
they are asked for specifically. Since ghaa is a common skin disease in rural Bangladesh 
and many people experience this illness to varying degrees, they do everything that is 
perceived to be effective in order to manage the condition. This may range from letting 
out the pus using needles, to cleaning the ghaa to applying various herbs and substances 
to it. Because of the rudimentary nature of barir chikitisa, many respondents do not even 
consider them as healing options. Villagers typically consider treatment to refer to health-
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care services that are sought outside the home. Thus, villagers become quite reluctant or 
bewildered when asked to illustrate what they do at home to treat ghaa. 
 
The second notable aspect of barir chikitsa has to do with the knowledge of the 
herbs and plants used to treat ghaa. There are concerns that this type of knowledge is 
decreasing, as many people are now going to the village kobiraj and allopathic doctors 
for treatment. When asked to name some common herbal remedies and their respective 
healing efficacies, many respondents could only name one or two, and often replied “I do 
not know much about this but I ask the older people which herb is to be used for which 
diseases”. It was mostly the older people who could name some herbal remedies and their 
pharmacological characteristics. The extent of herbal knowledge is particularly low 
among the younger generations, who show less interest in gasra oshud. Many 
respondents also did not know how the herbs work, but they believed that they do work. 
When asked why and how neem pata and halud work to heal ghaa, most patients replied, 
“We don‟t know how, but it works. We came to know about it from our elders and it has 
been effective since the olden times.” Thus, the question of how these herbs work is 
irrelevant for them; rather, the practical result through the healing efficacy appears to be 
much more important to them.       
 
6.2.2    Hujur: The Religious Healers 
 
Seeking healing services from the hujur (hujurer kase jaoa) is one common feature of 
health-seeking behaviour in rural Bangladesh. During my fieldwork, I spoke to many 
villagers in their homes, in the village medical shops, on the streets, in restaurants as well 
as in the football field, where people gathered in the afternoons for recreation. In many of 
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my discussions with them, frequent references were made to hujur and the use of 
religious healers. The hujur is a respectable figure in rural areas of Bangladesh (Karim 
1988: 280). The label hujur has several different meanings that are used to refer to 
different occupational groups. The teachers from the local madrasah
40
, the Imam and his 
assistant of the village mosque are referred to as hujur. The hujur in the village I studied 
was a dual occupation holder. Besides his primary occupation as an agricultural worker, 
the hujur conducted prayers in the village mosque on a voluntary basis. He provided 
healing services only occasionally and on a non-professional basis, apart from his 
primary and secondary occupations. Although services from the hujur are free of charge, 
many villagers offered him a gift in monetary form or goods, if they were pleased with 
the services he provided. There was no fixed consultation charge for his services. As one 
hujur stated, “We do not want to sell the Qur‟an and hadith for taka (the Bangladeshi 
currency). We do it for the benevolence of the people. We will be happy….if people are 
happy. My purpose is to make Allah happy”. Thus, the healing services provided by the 
hujur are considered voluntary and for the benevolence of the community in contrast with 
the professional practitioners who serve on a fee for service basis.  
 
At least three types of techniques are used by the hujur to cure illnesses: blowing 
water (pani-pora), removing spiritual possession (jhar-fuk) and providing amulets (tabiz). 
With pani-pora, the hujur generally chants from the holy Qur‟an and blows into the 
water which he then advises the patient to drink. He can also blow on oil which is then 
                                                 
40
 Madrasah has a very wide meaning. However, in the context of rural Bangladesh, the madrasah is 
generally meant to refer to a religious educational institution where the curriculum is generally based on 
courses that include arabic, tafsir (interpretation of the Qur‟an), shariah (Islamic law), hadith (the word 
of the Prophet Muhammad), and so on. Teachers in the madrasah are popularly known as hujur as 
opposed to “sir” in general education in high schools and colleges.   
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applied externally on the affected areas. The hujur provides services for a wide range of 
issues. They not only deal with immediate health and illness issues, but also with many 
other problems the villagers are worried and concerned about. One example I found had 
to do with protecting cows
41
 from being stolen. I came to know about this issue one 
afternoon while I was sitting on the football field and talking to a group of people who 
were relaxing and watching young boys play football. During the course of a casual 
discussion, one man suddenly said that he was worried about how to protect his cows 
from being stolen. I inquired, “What did you do then (to protect your cows)?” He smiled 
a little and explained: 
 
I went to the hujur and discussed the matter with him. He suggested that I not worry 
about it and told me to see him after the magrib prayer. I went to him accordingly and he 
gave me four small pieces of paper with something Arabic written on it in red. He asked 
me to put these papers into a pot made of clay (matir vaar) and place them in the four 
corners of the cowshed. He said that he has arranged to close the cow shed so that the 
thieves cannot take away the cows. (Interview with Mr. Alam, May 18, 2006)  
 
Such services, although apparently unrelated to health and illness, exemplify the wide 
and comprehensive services provided by the religious healers, which hold a high practical 
value in the context of rural Bangladesh. They provide people with peace of mind and 
alleviate their anxieties, something that biomedicine cannot provide. The hujur also 
provided healing services for a large number of ghaa patients. In fact, all of the ghaa 
patients I interviewed had consulted the hujur at some point during their treatment 
seeking process. As discussed earlier, many patients perceive ghaa as being a result of 
snake-bites and blood poisoning. Such perceptions lead them to seek health-care services 
                                                 
41
  Cows are considered one of the most valuable household properties not just because of their economic 
value but also for their practical necessity for agricultural purposes. Many villagers are worried about 
how to protect their cows from being stolen.  
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either from the hujur, who helps to remove poison from the body by chanting (jhar-fuk) 
and blowing water (pani-pora), or from the village kobiraj, who uses gasra oshud to 
remove the poison. One ghaa patient explained, “Where can I go except the hujur? Only 
the hujur can give pani-pora to remove bish (bish namano). So I went to the hujur to get 
the pani-pora”.       
 
During my fieldwork I frequently visited to the home of Rahima, a 13 year old 
girl, who had been suffering from ghaa for two years. I engaged this family in 
conversation whenever they were free to speak with me. One afternoon, while I was 
sitting on their verandah, Rahima and her mother shared with me how Rahima‟s ghaa 
had been treated so far: 
 
Saiful:  When did you first notice this ghaa? 
Rahima:  I don‟t know when, but one morning I found a ghaa full of water on top of my 
feet. 
Saiful: What did you do then? 
Rahima:  Using a needle, I let out the water. 
Saiful: What happened then? 
Rahima:  I did not see (the ghaa) for some days but the condition became very bad and 
it was very painful. I told my mother. 
Mother: Yes…she told me she had a fora (blister) on her right foot. I did not care that 
much.  
Saiful: What did you do then? 
Mother:  I thought it was a common ghaa…and I told her to put some holud gura 
(turmeric powder) on it. 
Saiful: Did it work? 
Rahima:  (hesitantly) a little bit.  
Saiful: What did you do then? 
Mother:  I told her to see if the hujur could do something. Because last time when 
Rukaya had fever, pani-pora worked very well. The hujur gave her tabiz to 
protect her from awful nightmares (rater sapno).  
Saiful: Did you go to see the hujur? What did he do? 
Rahima:  He gave me pani-pora to drink but this time it did not work very well…and 
then he again gave me tel pora to massage onto the ghaa.  
Saiful: Did it work? 
Rahima: (hesitantly)…. It remained thom thoma (dormant) for some days. The itching 
was reduced from massaging with tel-pora (tel pora malish)…but it was not 
permanent….seems nothing beneficial happened. 
Saiful: Did you seek any other treatment? 
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Mother: Many things…many things….nothing left. Kobiraji, allopathic, homeopathy 
….everything…..nothing left. Nothing worked. It (ghaa) came back. I am 
worried about how I can get my daughter married. It is in her fate…nothing to 
do…I think Allah will cure it through some osila (means).  
 
Rahima‟s case is not an isolated one. My interviews with other villagers revealed that 
many patients commonly visit the hujur to be treated with pani-pora and tel pora. The 
use of pani-pora and tel-pora is generally done in sequence, rather than simultaneously. 
First, the hujur provides pani-pora to drink and advises the patient to wash the ghaa 
using this water. If pani-pora fails to achieve the desired result, tel-pora is then provided 
to be massaged onto the ghaa. Although I do not know for sure if tel-pora is considered 
to be a superior remedy to pani-pora, many patients informed me that tel-pora was 
effective in reducing the itching. Ali explained this to me as follows:  
 
Tel-pora and pani-pora are two different things. Pani-pora has to be drunk and works 
from within the body….tel-pora is only for external application. For ghaa, tel-pora 
works better because you can apply it externally, but the result is not permanent…it 
(ghaa) comes back. (Interview with Mr. Ali, July 12, 2006) 
 
Some of the patients I spoke with believed that allopathic and kobiraji medicine worked 
for them since the poison of the ghaa was reduced when they used pani-pora, tel-pora 
and tula rashi (the Libra astrological sign), which will be illustrated later. One patient 
explained:  
 
When I first went to see the hujur, he gave me pani-pora and tel-pora. It worked, but the 
ghaa did not completely heal. Then, I went to see the village doctor to get allopathic 
medicine. That medicine worked well because the bish (poison) had already been reduced 
by pani-pora and tel-pora. (Interview with Mr. Ahmed, May 12, 2006)  
 
Thus, the perceived effectiveness of pani-pora and tel-pora is reinforced by the idea that 
they reduce toxicity to prepare the ground for biomedicine to be effective. It is believed 
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that biomedicine can only be effective when high toxicity is initially reduced through the 
use of alternative methods. In this sense, alternative medicine and biomedicine are not 
contradictory but complementary.  
 
I met the village hujur on many occasions, a white-bearded gentleman in his mid-
60s. I found him to be very polite and friendly. He had been attached to the mosque for 
the last 20 years. Besides his voluntary profession of conducting prayers in the mosque, 
he also had small plots of land that he cultivated for his own household consumption. In 
addition, he earned a small amount of money teaching Arabic to young children in the 
premises of the mosque. In our various meetings at the mosque, at tea-stalls and in the 
market, I had opportunities to talk to him about various issues, that included but were not 
limited to politics, economics, NGO interventions, health and well-being. He explained 
many issues using examples from the holy Qur‟an and Hadith. He was fully aware of the 
recent surge of the ghaa and considered it to be a “karmofal of people” and “a curse from 
Allah”. He believed that only the solemn observance of Allah‟s ordinance can save 
human beings from such diseases. He explained ghaa etiology as such: 
 
Don‟t you think this ghaa is because of paper fol (the result of sin)? This is a curse from 
Allah. Human beings have plunged themselves into many pap kaj. The sufferings 
(dukkho-kosto) and diseases (roog-shok) are a result of human beings‟ bad deeds. But 
there are many medicines in the Qur‟an and hadith. What you need to do is to believe in 
it (biswas thaka). We do not know many things that are in the Qur‟an and hadith. (If we 
knew) we could find many solutions. The ghaa must be healed through some osila….we 
can try only…it is ultimately Allah who decides the healing. (Interview with the village 
hujur, June 19, 2006)  
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Obviously, as this statement demonstrates, ghaa is perceived to be kormo-fol/ 
paper-fol
42
 and therefore a curse from Allah. Such a disease etiology of ghaa is shaped 
by Islamic religious beliefs, in which it is believed that any suffering or misfortunes are a 
result of past bad deeds or disobedience to Allah. Ghaa is thus believed to be a 
consequence of transgression. Many patients I met with believed that only a hujur can 
suggest what is to be done to get rid of the ghaa. As Ahmed explained:  
 
This ghaa is a punishment from Allah because of our kormofol. What else, if it is not 
because of kormofol? We should go to the hujur and talk to him about how we can get rid 
of it. We must be repentant to get rid of this ghaa. Only Allah can save us from this gojob. 
(Interview with Mr. Ahmed, May 12, 2006)  
 
Thus, many patients consulted the hujur to obtain an appropriate remedy for the ghaa. 
Easy accessibility to the hujur was also considered to be one of the reasons for the 
widespread use of his services. The hujur is a member of the community and has a fictive 
familial relationship with villagers, as everyone calls him uncle (cha-cha), which 
illustrates his intimate relationship with them. People can visit and consult him at any 
time and, most importantly, without incurring any charges. These characteristics of the 
village hujur are in direct contrast to the biomedical professionals, where villagers have 
to travel nearly 5 km and wait a long time before they can consult a doctor. Economic 
factors are also crucial in shaping people‟s behaviour when it comes to religious healing, 
since many villagers cannot afford the high consultation fees of private allopathic doctors 
as well as the cost of the medicines they prescribe.  
 
                                                 
42
 In rural Bangladeshi Islamic religious context, kormo-fol/paper-fol refers to the consequences of past bad 
deeds. It is popularly believed that bad deeds done in the past are abolished either through disease or other 
forms of suffering. Arsenicosis is thus justified as a kormo-fol or paper-fol.  
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Another factor that I found to be crucial in influencing the treatment-seeking process 
is an individual‟s perception and understanding of a particular disease. The guiding factor 
here is the belief regarding which diseases are best treated by which health service 
providers. As has already been mentioned earlier, many villagers perceive the ghaa to be 
a result of poisoning from snake-bites. This leads them to seek health-care services that 
can remove poison from the body. In the context of rural Bangladesh, the hujur is 
believed to be the right person to perform this task using jhar-fuk and pani-pora. Thus, 
many ghaa patients first go to see the hujur with the hope that he can remove the poison 
from their body.  
 
However, other villagers consider the services of a hujur simply as a trial, to see if it 
works before seeking other types of medical services. They believe that if pani-pora 
heals the ghaa, there is no need for them to seek other treatment methods that require the 
expense of money and time. One 45 year old patient told me: 
 
Before I go to seek allopathic oshud, I first go to the hujur to see if he can cure the 
disease. If he can, it is fine. Why should I spend more money on allopathic medicine? If 
the hujur cannot cure the rog, then I go to other doctors. (Interview with Mr. Abul, 
May 26, 2006) 
 
Another patient explained to me that he rarely visited biomedical doctors as they always 
give painful injections and administer tests that require the collection of blood using 
needles. Yet others expressed dissatisfaction with the behaviour of the biomedical doctors. 
One patient stated that, “They (biomedical doctors) never treat us like human beings. We 
go there to consult him but he treats us impolitely (kharap babohar). He never talks to us 
politely. He never listens to us properly”.  
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In sum, it is evident from the discussion above that the decision-making for 
seeking religious healing from the hujur is much more pragmatic, complex and dynamic, 
and is not just based on one single factor. Despite the high level of significance and 
magnitude placed on utilizing the services of a hujur, there has so far been hardly any 
ethnographic research conducted on this issue. Additional anthropological research is 
required to determine the extent and nature of these skills, knowledge and practices.  
 
6.2.3    The Village kobiraj: Belief as Medicine 
 
Before conducting my fieldwork, I learnt from Feldman (1983: 1889) that “A kobiraj 
refers to a practitioner who prescribes herbal medicines usually prepared by the 
practitioner himself from locally grown herbs”. During my fieldwork, however, I found 
that such an understanding of the kobiraj is too simplistic and generalized to apply in the 
context of the village I studied. In Southwestern Bangladesh, I found that kobiraji 
treatment is much more complex and syncretic in terms of the techniques and methods 
that are applied to heal illnesses. I found one kobiraj who relied only on herbal medicines, 
while two others combined a range of other techniques, such as herbal medicines, 
allopathic medicines, chanting, the use of the Libra astrological sign (tula rashi) and 
sorcery or magico-religious techniques to find out lost properties. Thus, the occupational 
domain of a kobiraj is much more diversified and syncretic as they employ both faith-
healing and herbal medicines in order to cure illnesses.  
  
There are at least three sources from which ghaa patients seek kobiraji treatment. 
Within the village, two kobiraj were actively rendering their healing services to ghaa 
patients. One was a full-time professional, named Samad kobiraj, whereas the other, 
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named Raju kobiraj, was a trishaw (van) puller by profession and occasionally 
administered kobiraji treatment. Beyond the village, there was one kobiraj, named Nitai 
kobiraj, who runs a small chamber at the Kalaroa bazaar. None of these kobiraj had any 
formal training; rather, they had learnt medicine through apprenticeships under an elder 
kobiraj. In order to exhibit their healing competencies, many pictures of successfully 
healed patients were hung in the chambers of the kobiraj. When asked if he had any 
certificate of apprenticeship, Samad kobiraj replied, “The patient (rogi) is my certificate; 
you go and ask them how successfully they were healed”. He instantly uttered the names 
of many successfully healed patients and asked me to check with them if I wanted to be 
sure of his competencies. Thus, successfully healed patients act as the competency 
certificate for the kobiraj.  
 
The perceptions of ghaa and its etiology differed between the various kobiraj in 
the village. When asked about ghaa, Nitai kobiraj explained: 
 
Ringworm and eczema are not arsenic ghaa which occur in between the fingers, hands 
and feet. Arsenic ghaa is itchy and the skin is dismantled (fata fata chamra). Arsenic 
ghaa looks like burnt (pora). Eczema, blisters and other ghaa become ripe (pake) with 
pus inside and are painful, whereas arsenic ghaa is less painful. Ringworm and eczema 
are communicable (soache) but arsenic ghaa is not. Arsenic ghaa comes from blood 
poisoning (dushito rokto), and it is not soache. They are different. (Interview with Nitai 
Kobiraj, June 14, 2006) 
 
Thus, Nitai kobiraj believes that the ghaa is different from other skin diseases. He 
considered ghaa is a result of drinking contaminated water (dushito pani). He also 
believed that such ghaa is a result of poisoned blood (dushito rokto), which first affects 
the body‟s internal organs. The external appearance of ghaa is merely a symptom from 
within the body. He categorized the human body as being either hot (groom shorir) or 
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cold (thanda shorir) and believed that individuals with thanda shorir are more 









Picture 4: The Village Herbal Medical Shop 
 
On the other hand, Samad kobiraj held a different view about the causes of ghaa. 
According to him, ghaa was a result of poisoning from snake-bites. He referred to the 
case of Mr. Hossain, whom he believed had been afflicted with ghaa as a result of snake-
bites. He believed that the poison had not been fully removed from his body and that it 
was the remaining poison that caused the ghaa in his body. Thus, it is clear that Nitai and 
Samad kobiraj hold rather different notions of the disease etiology of ghaa. They do 
share a common thread, however, that ghaa etiologies are embedded within the cultural, 
humoral and supernatural realms, which corroborate the popular understanding of ghaa 
as perceived by patients. Such similarities in the perceptions of disease etiology between 
the kobiraj and patients are believed to be a major motivating factor for villagers to seek 
out alternative healing services in rural Bangladesh. Bangladesh is not unique in this 
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regard, as other studies in Africa (Beckerleg 1994; MaClean 1969; Wooding 1979) and in 
Russia (Lindquist 2002) have also demonstrated that patients and health service providers 
feel comfortable when they have a shared understanding of disease etiology. 
 
In terms of healing techniques, different methods were employed by different 
kobiraj. Samad kobiraj, for example, prescribed both herbal medicines and biomedical 
ointment (molom) for external application. He bought the molom from pharmacies at the 
Kalaroa bazaar and resold it to patients who wanted quick results. As he explained:  
 
Some patients want quick relief (uposhom) from itching and pain which gasra oshud 
cannot provide. It takes a long time to heal. Patients do not want to wait all that time. To 
keep the name as a good kobiraj, sometimes we have to give allopathic molom which 
show quick results…and patients become happy. They come back to see me again. 
(Interview with Samad kobiraj, June 16, 2006) 
 
Thus, for Samad kobiraj, the incorporation of biomedicine into his treatment process is 
perceived to be a mechanism for spreading his reputation and for making patients happy 
so that they continue to visit him. Besides herbal and allopathic medicine, he also used 
shamanistic healing in the form of using the Libra Astrological Sign (tula rashi)
43
 to 
remove the poison from the body. One ghaa patient explained to me that biomedicine 
worked well for him because the toxicity of the poison was previously reduced through 
the use of tula rashi. Another patient, who did not go to a kobiraj, voiced his grief by 
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 The Libra astrological sign is locally referred to as tula rashi in Bengali. It has been argued that the 
people who belong to tula rasi have special divine power to perform many supernatural activities. In rural 
Bangladesh tula rashi people are used for bati chalan (running the cup) in order to locate lost property. The 
tula rasi people themselves cannot take the divine form. Shamans with specific mantra are required to 
transform the tula rashi people into a divine species. Usually the shaman cites mantra and blows on the 
body of a tula rashi person. The tula rashi person then loses their senses and becomes possessed by a 
divine power to drive the cup to the place where the lost property is, or to the person who has stolen the 
property. Samad kobiraj uses tula rashi to remove poison from the body. He utters mantra and blows on the 
body of the tula rashi person. After becoming possessed by a supernatural power, the tula rashi person 
drives the cup all over the body of the patient in order to expel the poison from within.        
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saying, “I made a mistake. If I would go to see the kobiraj immediately after I got this 
ghaa, he might have given me jhar-fuk to reduce the poison. I think allopathic medicine 
works well after jhar-fuk.” Thus, traditional healing and biomedicine are not 
contradictory but are believed to complement each other in the context of rural 
Bangladesh.  
 
Another very crucial aspect of kobiraji treatment is the belief in medicine. Both 
Samad and Raju kobiraj explained to me that if patients do not have faith in what the 
kobiraj prescribes, the medicine will not work for them. Patients must not have any 
doubts about the medical authority and skills of the kobiraj under whom the treatment is 
sought. Part of the kobiraji healing process is to maintain faith in the medicine and to 
continue believing that the medicine will work for the patient. Thus, maintaining trust 
and faith in the kobiraj and his medicine are crucial in the treatment process to achieving 
effective healing. Raju kobiraj explained it in this way:  
 
This is up to your beliefs. If you take medicine with belief in your mind (moner bissas), 
whatever may be the disease, be it ghaa, cancer, or whatever it is will effectively heal. 
You have to believe what you are taking. Everything depends on belief. If you believe in 
medicine you will be cured. If you do not have faith in whatever big medicine (boro 
oshudh) you take, it will not work for you. Everything depends on belief. (Interview with 
Raju kobiraj, June 21, 2006) 
 
 
Thus, for Raju kobiraj, belief in the medicine is considered to be more effective than the 
substance of the medicine itself. The material aspects of the medicine can only be 
effective if they are substantiated by a strong belief in their curative properties.  
 
Many patients who visited the kobiraj told me that easy accessibility to a kobiraj 
is one of the crucial factors for them in seeking out their healing services. The kobiraj is a 
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member of the village and is accessible most of the time, unlike the allopathic doctors, 
who stay at the Kalaroa Upazilla headquarters. Soleman Khan, a 58 year old patient, 
explained: 
 
In order to go to the hospital, we have to go to Kalaroa. This is far away from us and we 
are not sure if we will get to see the doctor. The kobiraj lives in the village and we can 
see him anytime we want to. If he can cure the disease (rog), it is ok. But if he cannot, we 
go to the hospital. (Interview with Somelan Khan, July 25, 2006) 
 
Another patient stated that, “This ghaa is not being cured and it is coming back again and 
again. So we have to seek treatment (chikitsa) regularly. Who has time to see the doctor 
in the hospital regularly? The kobiraj is in our village and we can see him anytime”. 
Many other patients shared this view that accessibility mattered a lot to them. One 
worried mother of a ghaa patient said, “My daughter has been suffering from ghaa for a 
long time. She cannot go to the hospital alone. Either her father or I have to take her to 
the hospital. Who has time to go there regularly? That‟s why we go to the kobiraj. He is 
very close to our home”. Thus, in rural Bangladesh, easy accessibility of the kobiraj is 
one of the guiding factors in seeking out their healing services.      
 
The affordability of kobiraji medicine is another important factor that has 
attracted villagers to seeking their healing services. The village kobiraj does not charge a 
fixed consultation fee and treatment is often offered in a package that includes both a 
consultation fee and the cost of the medicine. As one ghaa patient explained: 
 
For kobiraji chikitsa, the kobiraj does not charge you a lot. If you go to consult a doctor, 
he will charge you as high as 200 taka. But we give only 10-20 taka for kobiraji medicine. 
He never presses us to pay much. (Interview with Mrs. Monowara, August 03, 2006) 
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Another patient said, “For gasra oshud we have to pay 20-30 taka. But if it is 
allopathic medicine it will cost 200-300 taka. We are poor people. How can we afford 
such expensive medicine?” Yet other patients informed me that the kobiraj did not charge 
them in cases of minor illnesses such as a runny nose, cough or fever. The most 
convenient aspect of kobiraji treatment, however, is that it can be sought through credit. 
In rural Bangladesh, many villagers do not have enough ready cash to seek health-care 
services. Thus, the kobiraj offers treatment on credit. As Soleman Khan explained:  
 
If it happens that someone is sick and needs to see the kobiraj but does not have 
enough money to pay him, there is nothing to worry about. We can pay him later 
on when we have enough savings. He is very kind. He does not mind giving us 
medicine on credit (baki); we can pay him later on. (Interview with Mr. Soleman 
Khan, July 25, 2006) 
 
Thus, many patients seek kobiraji treatment on credit that they can repay later on, 
particularly during the harvesting period when villagers have enough cash in their hands.   
Such flexibility in payment and the economic affordability of gasra oshud often motivate 
people to seek health-care services from the village kobiraj. The failure of biomedicine to 
heal the ghaa has propelled patients towards seeking kobiraji treatment. Most of the 
patients I spoke to had already sought allopathic treatment. Although they began their 
treatment with kobiraji medicine, they later went on to seek allopathic medicine. 
However, their dissatisfaction with biomedicine caused them to return to kobiraji 
treatment. One such patient explained:  
 
For my ghaa, I first went to see the kobiraj to seek gasra oshud. Although the ghaa 
improved a bit, it came back. My friend suggested seeking allopathic medicine from the 
Kalaroa hospital. I thought allopathic medicine might heal this ghaa, but it did not. The 
ghaa came back again and I went to the kobiraj…he said that it would take some time to 
remove the poison from my body in order to heal the ghaa. (Interview with Mr. Alam, 
August 25, 2006) 
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Another patient, who had spent a large amount of money on allopathic medicine 
but did not see any results, said with much disappointment, “All the money I spent on 
allopathic medicine has gone to the water. I do not see any improvement of my ghaa. 
What kind of ghaa is this that the doctor cannot cure it? What can I do now? I go to the 
kobiraj if he can heal this ghaa”. Thus, it is clear that patients were often disappointed 
with the failure of biomedicine to cure the ghaa, which led them to seek alternative 
healing services.  
 
It is now quite clear that kobiraji treatment in rural Bangladesh is much more 
complex and syncretic than initially thought. The village kobiraj often crosses their 
therapeutic boundaries to incorporate biomedical and spiritual healing techniques into 
their treatment methods in order to meet the demands of patients. The decisions that 
individuals make to seek kobiraji treatment are pragmatic, socio-culturally prescribed and 
guided by particular disease etiology perceived by subjects. The prevailing use of 
kobiraji treatment for curing ghaa can be explained by the fact that patients believe such 
ghaa to be a result of snake-bite, which a kobiraj can cure using his gasra oshud and 
other techniques.   
 
6.2.4   Doctors without Degrees: The Village Doctor and Local oshuder 
dokan  
 
Despite the mushrooming of village pharmacies (oshuder dokan) and the widespread and 
essential role of village pharmacists and sales assistants in rendering health-care services 
to the bulk of the rural Bangladeshis, hardly any ethnographic study has so far been 
conducted on these issues. In Bangladesh, in both urban and rural areas, drugs are made 
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available and are within the reach of people through these pharmacies. All sorts of drugs, 
including antibiotics, analgesics and multivitamins, are available without any prescription. 
Biomedical drugs in Bangladesh have become a commodity, like anything else that is 
bought and sold in the neighboring shops.             
 
During my fieldwork, the local oshuder dokan at the village bazaar appeared to be 
one of the crucial entry points into the study of ghaa patients. I sat in the pharmacy cum 
village doctor‟s chambers on many occasions, not just to chat but also to engage in 
careful observation of the interactions that took place between the doctor and his patients. 
On one occasion, a woman in her mid-30s presented with complaints of itching and 
discharge from ghaa. The interaction that took place was as follows: 
 
Patient: (Throwing the prescription on the table) why does none of your medicine work? 
The ghaa is very itchy and painful, and pus is also coming out. 
Doctor: Sit here. Did you go to Satkhira (District Headquarter) to see the specialist 
doctor? 
Patient: Yes, I went last Wednesday. He prescribed me some medicine. (Showing the 
prescription) Look, everything is there. He gave me medicine but nothing worked. 
It is (ghaa) very itchy and painful…cannot sleep at night.  
Doctor: Are you taking these medications? 
Patient: Yes, for a week. But none was working. I spent a lot of money to go to Satkhira 
to see the doctor, but nothing was happening. 
Doctor: Move close, let me see the ghaa. 
Patient: What kind of doctor are you that you cannot cure the ghaa? 
Doctor: You better drink endrin.
44
 
Patient: I would drink that if I don‟t have to think about my children.     
 
This is a very common type of encounter between patients and the allopathic doctors in 
the village I studied. The village doctor explained to me that the patient above had been 
suffering from the ghaa for many years. Even after having been prescribed a high dose of 
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 Pesticides and poisons are locally called endrin. It is common for women to drink endrin as a way of 
committing suicide in rural Bangladesh. Here, the village doctor, out of concern and based on his close 
relationship with the patient, is jokingly suggesting that she drinks endrin, as no other medicine seems to be 
working for her.    
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antibiotics, her ghaa could not be healed. Having failed to manage the symptoms, the 
doctor advised the patient to visit a specialist at the district hospital in Satkhira. However, 
she complained that she was not finding any improvement in her illness. The village 
doctor appeared to be bewildered about what to do next, as no allopathic medicine 
seemed to be producing any positive results to cure her ghaa.  
 
Picture 5: Chamber of the Village Doctor 
 
The village doctor, who has been in this profession for the last eight years, runs 
his chamber cum pharmacy in one corner of the village bazaar. The amenities in his 
chamber are quite basic, consisting of a wooden table and a couple of chairs for patients 
to sit on. A wooden cot has been placed in one corner of the room for the purpose of 
examining patients. There is no curtain to maintain their privacy. There are two dusty 
shelves in the chamber that display some basic medications. The doctor‟s motorcycle, 
which he uses to visit patients, is usually parked in front of the chamber. The chamber is 
generally open from afternoon till evening. The morning schedule of the doctor is 
reserved for visiting patients in their homes. 
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When asked about his professional training, the village doctor argued that hands-
on training through apprenticeship (haate-kolome kaj shekha) and obtaining a 
professional degree are two different things. He said that he had a formal education up to 
secondary school, but later had to quit school in order to ease the financial burden on the 
family, as the school expenses were beyond their means. He joined the pharmacy of one 
of his relatives in the Kalaroa bazaar as a sales assistant, where he worked for seven years 
before setting up his own pharmacy. Later, once he had started running his own 
pharmacy, he underwent rural medical practitioner training (palli chikitsok training). He 
claimed that he knows medicine better than many doctors and has had practical 
experience on how to deal with patients. Thus, from a pragmatic point of view, 
experience of effective healing goes beyond the professional training of biomedicine. 
From the patient‟s point of view, professional degrees are redundant, irrelevant or even 
considered unnecessary. The qualifications of a doctor depend on whether he can cure 
diseases or not. Effective and positive outcomes of treatment are perceived to be more 
important than professional degrees.  
 
When asked if they knew anything about the degrees or qualifications of the 
village doctor, most respondents replied that they were not worried about it because they 
had known him for a long time. One villager said that, “We have known him for a long 
time as a doctor. He has been running this oshuder dokan for a long time. He cannot be a 
fake doctor. Many patients go to see him and he also cures many diseases”. Another 
villager told me, “We have seen many patients visiting his chamber. Some patients also 
come from other villages. If his medicine does not work, why do people come to consult 
him?” Thus, the most important consideration for patients is whether or not the doctor 
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can cure the disease and whether his medicine is effective, rather than his certificates. 
The certificates and professional training are considered to be of secondary importance or 
of no value at all if the diseases are not cured. One ghaa patient, who was dissatisfied 
with biomedical treatment, said: 
 
What is the benefit of knowing what degrees the doctors have? I went to many big big 
doctors (boro boro daktar)…even to Kolkata. But nothing happened. Ghaa remains as 
ghaa. I spent a lot of money, but none can give me any effective medicine. So what are 
these degrees for, if they cannot cure the disease? (Interview with Mrs. Monowara, 
August 12, 2006) 
 
The village doctor was proud of his long years of practical experience in handling 
patients and prescribing medicines. His services range from managing everyday minor 
illnesses, such as a fever, headache, cough, cold, general weaknesses and regulating 
blood pressure to various minor surgical procedures such as tooth extraction, the removal 
of pus from blisters, stitching cuts and treating burns. Although he was unsure of how 
allopathic medicine works for a particular disease, he was quite prompt in citing which 
medicines work for which diseases. Another very essential feature of his profession was 
to provide services on credit, as many patients are unable to pay their medical bill at the 
point of transaction. The village doctor maintained a register where he noted down the 
patient‟s name and the amount of his credit. It was usually during the harvesting period 
when the amount due was fully paid. This flexibility when it comes to the payment of 
medical bills is highly convenient for poor villagers who may not be able to pay the bill 
at the time they are unwell.                         
 
 As far as the ghaa is concerned, the village doctor first came to know about this 
disease from NGO workers. Although he believed that arsenic is a poison and that the 
 174 
ghaa is a result of drinking contaminated ground water, he had a very vague idea of how 
it affects the human body and the long-term consequences of exposure to arsenic. When 
asked how the ghaa is different from other skin diseases, he explained: 
 
If it is not arsenicosis, why do powerful antibiotics fail to cure it? Such antibiotics work 
well when used to cure other skin diseases such as scabies, ring-worm, etc. It works well 
for other ghaa but not for ghaa. Can arsenic germ (jibanu) not be destroyed in any way? 
Sometimes temporary relief is achieved, but not the complete cure. (Interview with the 
village doctor, August 02, 2006) 
 
Thus, from the village doctor‟s point of view, the failure of antibiotics appears to be a 
crucial point that distinguishes the ghaa from other skin diseases. On many occasions 
while I was visiting his chamber, he shared his frustrations and embarrassment at the 
failure of allopathic medicine to cure the ghaa. He referred many ghaa patients to 
specialist doctors, but all of them returned without having made any improvement. His 
chamber, then, became a place of last resort for these returning ghaa patients. The failure 
of antibiotics to achieve the desired results pushed him to prescribe over-doses of 
antibiotics for patients who are not suited to these drugs, particularly children and youth. 
He explained the situation to me thus one day:  
 
This is about a young eight year old boy who has been suffering from ghaa for a long 
time. Although I have given many medications, his ghaa is not recovering. I visited him 
this morning and I was really bewildered having seen his discharge from the leg. I feel 
very embarrassed because I cannot do anything for him. If I give medicine, it does not 
work. I have given him antibiotics like Cepdoxim, Flucloxociline, Penicillin, Pen-V, 
Avil
45
. I have also given him many vitamins like vitamin E, vitamin C, but the ghaa did 
not heal. During the monsoon it takes a very serious form. If the medicine does not work 
and the patient is not cured, I do not feel like giving him any more medicine. This child is 
not suitable for such strong antibiotics. But as a doctor, I am under pressure. Every time I 
visit this patient, his parents ask why I cannot cure this ghaa. They often blame me and 
ask what kind of doctor I am that I cannot cure the ghaa. That is why I have to give 
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 All these drugs are generic versions of the Penicillin, Cephalosporin or Fluroquinolones groups of drugs 
with anti-bacterial, anti-fungal or anti-histamine properties.  
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stronger antibiotics which are not good for this child. What else can I do? (Interview with 
the village doctor, August 02, 2006) 
 
The above statement, which reflects the life and work of a village doctor, brings up 
several issues. The first and most obvious concern is the irrational (ab)use of antibiotics, 
particularly in the hands of non-professionals, which has already been documented 
elsewhere in India (Saradamma; Higginbotham & Nichter 2000; Kamat & Nichter 1998; 
Minocha 1980) as well as in Vietnam (Craig 2002). It is not as if the village doctor is 
unaware of the side effects of administering such high dosages of antibiotics; he 
prescribes them consciously knowing that it may result in heart or kidney failure. From 
the village doctor‟s point of view, it is the social pressure and expectations that demand 
immediate relief of a particular disease by any means; otherwise, his authority as a doctor 
would be questioned. This challenge and devaluing of his medical competency puts him 
under pressure to administer high dosages of antibiotics despite its known side effects. 
The statement above shows that the doctor is faced with many disappointing situations if 
the prescribed medicine does not produce any effective beneficial outcome. The village 
doctor is positioned at the edge of a knife; as a doctor, he is expected to produce 
substantial positive results from the administration of the medicine or he will be faced 
with a situation where his medical competency is challenged. On the other hand, from an 
ethical point of view, he cannot prescribe high dosages of antibiotics because of its 
known side effects. In fact, on many occasions when I met with the village doctor, he 
informed me that he did not feel good visiting ghaa patients again, since there is no 
medication that is able to cure the ghaa. The failure of allopathic medicines pushes him 
to a state of embarrassment when patients make comments like, “What kind of doctor are 
you that you cannot cure ghaa?” which consequently demoralizes him.           
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The patients I met were also aware of the fact that allopathic medicine can only 
ensure temporary relief from symptoms. Thus, when asked if allopathic medicine works 
for the ghaa, most of my respondents replied that it worked for some time, but that once 
the medicine was stopped, the situation returned to what it was before. In other words, the 
ghaa came back. One patient told me, “When I take allopathic oshud the discharge and 
itching stop and the ghaa dries up. But the ghaa comes back when I stop taking 
medicines”. When asked why they went to see the village doctor when the medicine was 
not curing the ghaa, most of the patients I spoke with informed me that the village doctor 
was the only accessible option to them in the village that was available at most times. As 
one patient stated, “Where can I go except to him? He is the only doctor in our village. 
When my ghaa appears I go to consult him, although his medicine only provides 
temporary relief.” Another patient was very pragmatic in saying: “I do not want to go to 
the Kalaroa hospital because we have a doctor in our village. Will the doctor in the 
Kalaroa hospital give different medication? The medicines are the same, so why should I 
go to the Kalaroa hospital and spend time and money?” Yet others brought up their 
personal relationship with the village doctor as a positive factor for visiting him. One 
patient said: 
 
I have been visiting him for many years. If there is any minor matter, I go to him. He 
treats me well, as he knows me well. He is very caring towards me and gives me special 
attention. If I go to the doctor at the Kalaroa hospital, I would not feel free to talk to him 
in the way I talk to the village doctor. (Interview with Mr. Gafur, May 15, 2006) 
 
Many patients I spoke with were also worried about the failure of biomedicine to cure the 
ghaa. I was repeatedly asked when medicine for the ghaa would be invented. As they 
knew that I had come from a foreign country, they thought I might know if there was any 
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medication for the ghaa available abroad. Not just the village doctor, but the patients also 
became frustrated and pessimistic upon the reappearance of ghaa despite the fact that 
they had been consuming expensive drugs. Having not achieved any lasting cure, many 
patients discontinued taking the medication and became hopeless and pessimistic about 
their ghaa being healed. One patient commented, “We have to live with this…we have to 
live with this ghaa. The medicine will be invented after we die”. 
 
The failure of allopathic medicine to completely cure the ghaa drove the village 
doctor to adopt several healing techniques that went beyond his own biomedical 
therapeutics. He started prescribing a Unani herbal medicine called Safi
46
, which is 
believed to be effective in purifying the blood and increasing general body resistance to 
various illnesses. When prescribing Safi, however, he introduced it to patients as a blood 
purifier (rokto poriskar korar oshud). He used this medicine on a trial basis to see if it 
worked for the ghaa. He explained it as follows: 
 
I am not quite sure what happen when Safi is taken, because gasra oshud works slowly. I 
think it can work, but it takes time to produce results because it works from within the 
body. Let‟s see what happens. If it works, it is fine. If it does not work, no problem, at 
least it does not have side effects like antibiotics do. (Interview with the village doctor, 
August 02, 2006)  
 
Thus, the village doctor pragmatically crossed his therapeutic boundary to incorporate 
herbal medications in order to experiment with whether it works to heal the ghaa. 
Although he was unsure about the curative properties of herbal medicines, he believed 
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 According to leaflet attached to a bottle of Safi, it is claimed to be an Unani herbal medicine prepared 
with valuable natural herbs that purify and cleanse the entire body system. The medicine is further claimed 
to be effective in protecting various bodily organs, for the maintenance of vital bodily functions as well as 
the prevention of different diseases. It purifies the blood and has anti-microbial, anti-allergic and anti-
pyretic properties. 
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that they were at least free from side effects, unlike antibiotics. Thus, he used herbal 
medicines on a test and trial basis to complement biomedicine.  
 
Thus far, a number of issues have been raised in this discussion. Firstly, the 
failure of biomedicine to cure the ghaa has frustrated and dissatisfied both patients and 
the village doctor. The village doctor is particularly despondent as his medicine has failed 
to achieve the desired outcomes, and this acts as a challenge to his medical authority. 
Secondly, since biomedicine does not work well enough to cure the ghaa, the village 
doctor is pragmatic enough to engage in syncretic medical practices as well, by 
borrowing healing techniques from other medical systems. The patients, on the other 
hand, become pessimistic after encountering the failure of biomedicine and end up 
accepting the ghaa as their destiny. They continue to seek allopathic medicine from the 
village doctor, as he prescribes Unani herbal medicines in his attempts to meet the 
expectations of his patients.             
 
6.2.5     The Village homipoti daktar 
 
To add to the non-professional panorama of treatment options described above, 
homeopaths are probably the most popular health-service providers in rural Bangladesh. 
Almost all villages in rural Bangladesh have homeopaths with their own consultation 
chambers. The majority does not have any formal training and are either self-taught or 
apprenticed under experienced homeopaths. Despite the potential extensive contributions 
in the context of rural Bangladeshi health-care services, the medical anthropological 
literature has so far not paid more than a very cursory glance to this particular healing 
system. 
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The homeopaths in the village I studied are popularly known as homipoti daktar. 
They render health-care services to a vast portion of the population through medication 
that is locally referred to as homipoti oshud. All ghaa patients I spoke with had tried 
homeopathic medicine at some point in their treatment process. Many of them consulted 
homeopathic doctors in sequence with other medical professionals, such as the kobiraj 
and the village doctor. Homeopathic medicine, as developed by the German physician 
Samuel Hahnemann in the early 19th century, is based on the principle of similia 
similibus curentur, or "let like be treated by like" (Vithoulkas 1986). Homeopathic 
diagnosis and treatment of diseases is based on the symptoms experienced, and guided by 
the belief that the germ that causes the disease can also be cured by the same germ if 
administered in a very small quantity. Another very crucial aspect of homeopathic 
treatment is its holistic approach, where disease is neither treated nor deemed important, 
but rather, it is the human body as an integrated system of physical, mental and emotional 
aspects that is taken care of (Cant and Sharma 1996; Frank 2002; Frank & Ecks 2004; 
Scott 1998; Vithoulkas 1986; Whiteford 1999).  
 
Ghaa patients sought homeopathic treatment from two places: the village 
homopoti daktar, who runs his homeopathic pharmacy in the village bazaar, and from the 
Kalaroa Upazilla headquarters, where there were at least nine doctors who were 
practicing homeopathy. From the villager‟s point of view, the utilization of homeopathic 
medicine was guided by the search for a valo daktar (reputed doctor) who would 
successfully heal illnesses. Patients usually came to know about a valo dakter through 
their social networks or through a therapy managing group. Once a valo dakter was found, 
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patients would usually attempt to seek his services, depending on the time, their financial 
situation and the distance from their village. 
 
The homipoti daktar in the village was a 50 year old man who had been practicing 
homeopathy for the last 20 years. He had learnt homeopathic medicine through an 
apprenticeship as an assistant to a renowned homeopathic doctor at the Kalaroa bazaar, 
and received hands-on experience from him. When asked if he knew about the ghaa, he 
informed me that in homeopathic treatment the name of the disease and its causes are of 
little or no significance. As a homeopath, he was not worried about the labeling of a 
particular disease; rather, the most important considerations for him were the behavioral, 
psychological and physical symptoms experienced by patients. He explained it thus: 
 
We do not treat the disease but we treat the patient (rogi). Whether it is arsenic ghaa or 
not is not the matter for us, the matter are the symptoms (lokkohn). We look for lokkohn, 
what are the lokkohn the rogi has. Our medications are based on lokkohn. If the symptom 
matches, whatever the disease may be, it will be cured by the medicine. (Interview with 
the village homeopathic doctor, July 17, 2006) 
 
Thus, in homeopathic treatment, minute and detailed observation of the symptoms is a 
prerequisite for the treatment to be successful. The doctor often told me that the selection 
of the right medicine is crucial in homeopathic treatment. When asked about the 
effectiveness of homeopathic medicine in treating the ghaa, the doctor told me that 
arsenic album is one particular form of homeopathic medicine that can cure it. This 
medicine, however, is not suitable for everyone. In order to establish whether the 
medicine is suitable, the symptoms experienced by patients must be examined. When 
asked why arsenic ghaa persists despite the availability of the appropriate medicine for 
curing it, the doctor replied:  
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It is the failure of the doctor, not the medicine. In many cases the diagnosis is wrong. 
Oftentimes we fail to fully examine the symptoms and do not pay full attention to the 
patient. Sometimes we just give medicine after listening to some problems. Patients come 
and tell us the problem and we give medicine just like going to the allopathic pharmacy 
and asking for medicine. Homeopathy is not like allopathic medicine. Patience and 
proper diagnosis are required. (Interview with the homeopathic doctor, July 17, 2006) 
      
In my interviews with patients, it became quite obvious that the popularity of and interest 
in homeopathic medicine has been on the increase. All the ghaa patients I interviewed 
informed me that they had consulted homeopathic doctors not just for the ghaa but for 
many other illnesses as well. As far as their ghaa treatment was concerned, each 
individual had visited the homipoti dakter on average between two and five times. 
Besides visiting homeopathic doctors, patients also informed me that they concurrently 
consulted other varieties of health-care professionals. The failure of one medicine to 
achieve the desired result drove patients to switch to other health-care services in order to 
find a cure. However, this kind of oscillating behaviour often created tensions between 
patients and their various health service providers. For example, the concurrent use of 
allopathic and homeopathic medicine was particularly discouraged by the village 
homoeopath. When asked why arsenic ghaa reappeared, the homeopathy doctor told me 
that the failure of homeopathic medicine is a result of the patient‟s concurrent use of both 
homeopathic and allopathic medicine.  
 
The allopathic doctors, on the other hand, blamed the failure to find a cure on the 
fact that patients often went too late to consult allopathic doctors only after wasting their 
time seeking kobiraji and homipoti treatment first. From the homeopathic doctor‟s point 
of view, the patients are blamed as being inconsistent in pursuing health-care services 
from all sorts of different providers. The homeopathic doctor told me, “The patients come 
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here today and go there tomorrow; can the rog (disease) be cured in this way? If treated 
by homeopathic medicine, they need to maintain patience because homipoti oshud works 
slowly. But none listen to me, as they go to allopathic doctors after some days of 
treatment”. 
  
I found a clear consensus among patients that homeopathic medicine worked well 
for chronic diseases (jotil rog) like dysentery, gastrointestinal problems, asthma (hapani), 
allergies or any kind of chronic pain like arthritis, back pain, and so on. In contrast, 
allopathic medicine was considered to be more effective for acute or life threatening 
diseases, such as a heart attack, cancer or other diseases that require immediate and 
effective results. Such a categorization of homeopathic medicine has already been 
documented by Frank (2002) in the context of Berlin, West Germany, where patients 
believe that homeopathic medicine is best suited to treating chronic and non-life 
threatening diseases. My informants also perceived that homeopathy was strong (kora) 
and slow medicine but that it provided long-lasting results, as opposed to allopathic 
medicine which offered immediate results but was effective only temporarily. Since the 
ghaa often reappears and no medicine seems to be able to cure it, many patients 
perceived the ghaa as chronic (kothin ghaa), which motivated them to try homeopathic 
medicine which was categorized as strong medicine (kora oshud) and believed to be 
effective against chronic ghaa (kothin ghaa). One patient thus explained: 
 
I have been suffering from this ghaa for nearly two years. I tried many medicines but 
they did not cure it. This has become a kothin ghaa. It needs strong medicine like 
homipoti to cure it. I think homipoti oshudh can cure this ghaa because homipoti oshudh 
cures chronic diseases (jotil rog). I think this ghaa can be cured if a good homeopathic 
doctor (valo homipoti daktar) is consulted. (Interview with Soleman Khan, July 11, 2006) 
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Another patient, who had been treated with homeopathic medicine for his ghaa, 
explained, “If kora oshud is not administered, the germ of the ghaa cannot be killed. It 
needs a kora oshud like homipoti to cure the ghaa; otherwise the ghaa will remain and 
come back again and again”. Thus, the popular categorization of homeopathic medicine 
as kora oshud, which is believed to completely cure diseases from within the body, 
shapes a patient‟s utilization of this healing service. As one patient said, “If the right 
medicine is given, homipoti oshud completely cures the disease. The disease will not 
come back. It works like magic. But the appropriate medicine must be given”. Another 
patient stated that homeopathic medicine is more powerful than other medicines because 
it cures chronic diseases (jotil rog). Another very important factor that promotes 
homeopathy is the popular categorization of this medicine as gentle, tolerable, mild and 
free from side effects, unlike antibiotics and many other allopathic medicines. Such an 
understanding often motivates people to seek homeopathic medicine instead of other 
types of medication. One patient said, “Homipoti oshud is good because it does not have 
any side effects. If diseases are cured using homipoti oshud, why should we go for 
allopathic medicine which has side effects and is costly?” Another example of this is the 
mother of a 12 year old ghaa patient, who preferred that her daughter be treated with 
homeopathic medicine as she believed this medicine is gentle and particularly suitable for 
young children.  
 
 During the course of my fieldwork, I routinely heard patients saying, “We are 
poor and cannot afford to buy expensive medicines for a long time. How much money 
should we spend on medicine?” Affordability thus appears to be a crucial factor in patient 
decisions on which health-care services to seek out. Inexpensive homeopathic medicine, 
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then, is a popular option for many in poverty-ridden rural Bangladesh. I found many ghaa 
patients who discontinued allopathic treatment and went back to homeopathic medicine 
because they were unable to afford expensive allopathic antibiotics. One patient told me, 
“What can we do if we cannot afford the allopathic medicine? We have nothing to do 
except go to the homipoti daktar because homipoti oshud is not expensive”. Another 
patient stated, “Allopathic treatment is not for us, this is for the rich people who have 
money. We cannot afford it. So, we go to the homipoti daktar”.  
 
The failure of biomedicine to ensure the desired outcome is another reason why 
patients discontinue allopathic treatment and seek homeopathic medicine instead. On 
many occasions, patients informed me that there is no point in taking expensive 
antibiotics if the ghaa reappears; homeopathic medicine, which is cheap and affordable, 
could be worth a try. One patient commented:  
 
I have been taking allopathic medicine for so long, but do not see any improvement. The 
ghaa remains as usual. I gave all my money to the doctor, but no improvement is seen. 
What is the point in spending a lot of money for allopathic oshud? Homipoti oshud is 
cheap, and if taken for long time, it may cure the ghaa. (Interview with Mrs. Banu, July 
15, 2006) 
 
In terms of accessibility, I got mixed reactions from patients. Some patients informed me 
that they would not mind a reasonable amount of travelling time if a good homeopathic 
doctor can be found (valo homipoti daktar). By reasonable most of my informants meant 
2-3 hours of walking or 1-2 hours by bus. Some patients were quite pragmatic and said 
that accessibility is an issue for them, since homeopathic treatment has a long-term 
course and requires many visits to the homeopath. Thus, it would not be feasible for them 
to travel a long distance regularly. As one patient said, “I cannot go to see a homeopathic 
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doctor, even though I want to. It requires money and time to go there. Homipoti treatment 
needs many visits to the doctor to completely cure the ghaa. I do not have enough time 
and money to go there over and over again”. Another patient said, “I have some other 
things to do, so I cannot go, although I want to. If the doctor lives far away, we cannot go 
because he will ask us to see him again and again. How can we visit him so many times 
and ignore our other activities?”  
  
Thus, it is evident from this discussion that people‟s decision making on 
homeopathic treatment is guided by the idea that the ghaa, being a kothin ghaa, requires 
kora oshudh like homeopathy to completely cure it. Homeopathic treatment is also 
preferred as it is believed to be mild, free from side effects and inexpensive. Both patients 
and doctors believe that homeopathy works slowly, requiring a long-term treatment 
process to completely cure the illness. Many patients, who become impatient with long-
term treatment, discontinue the use of homeopathic medicine and seek medications from 
other medical healing options. Seeking homeopathic treatment is, thus, shaped by many 
pragmatic and rational calculations of patients on the ground.       
 
6.2.6    The Professional Biomedical Health Care Services 
 
The Upazilla Health Complex (UHC), locally known as Kalaroa haspatal, is situated in 
the headquarters of the Kalaroa sub-district, officially identified as Upazilla, which is the 
first referral public health-care center that provides western biomedicine to a population 
of nearly 190,712 in this administrative region (BBS 2001). The UHC was established in 
1982 as a 30-bed hospital with modern pathological and diagnostic facilities. There are 7 
medical officers, who hold at least an MBBS degree, posted to this hospital. It has 
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recently been upgraded to become a 50-bed hospital with specialized physicians and 
some additional facilities such as, ECG and X-ray machines. Health-care services are 
provided free of charge at the point of delivery and some basic medications are also free 
subject to their availability. Most of the time, however, these drugs are out of stock and 
patients are asked to buy medications from outside the UHC. Pathological and diagnostic 
facilities are also offered free of charge, although many equipments remain non-
functional due to technical faults. Patients are often asked to undergo pathological and 
diagnostic examinations in private clinics outside the UHC. Although the UHC is situated 
nearly 5 km. away from the village, it is fairly accessible that requires nearly an hour of 
walking from the village. Male villagers, who wish to seek health-care services from the 
UHC, usually cycle there, whereas female patients travel by trishaw (van), which requires 
about half an hour travelling time. 
 





Since there are only 7 medical officers to render health-care services to such a 
huge population, patients are faced with long queues and waiting times before they can 
consult a doctor. The waiting time ranges from 1 to 2 hours before the consultation, 
excluding travelling time to and from the village. The long waiting time is further 
exacerbated by a lack of waiting rooms. Women and children are often seen sitting on the 
floor of the hospital verandah. Most of the medical officers in the UHC are also affiliated 
with private clinics, where they conduct their private practice. Those who can afford the 
consultation fees often try to avoid the long queues at the UHC by going to these private 
clinics to consult the doctors. Thus, the UHC remains the only option for poor people.  
 
The doctor who is in charge of this health complex is the Upazilla Health Officer 
(UHO) and he looks after the overall management of the hospital. When asked about 
arsenicosis, its causes and health consequences, the UHO explained:  
 
The first stage of arsenicosis is called melanosis, which is manifested as spots on the skin, 
like brown or reddish raindrop spots. At the same time, we ask patients if they drink 
water from red or green coloured tubewells. If people found to have melanosis have been 
drinking water from red coloured tubewells, we confirm that this might be a case of 
arsenicosis. The second stage of arsenicosis is called hyperkeratosis, meaning ghaa on 
the hands and feet. We see corns or warts on the skin (kora pore) and rough skin (gota 
gota hoy). Hyperkeratosis may lead to gangrene and cancer, which is the third stage of 
arsenicosis. We do not have any laboratory tests in this hospital to diagnose arsenicosis. 
We diagnose arsenicosis symptomatically. (Interview with the UHO, August 25, 2006)  
 
It is therefore clear that arsenicosis is biomedically perceived to be a physiological 
change that is a result of drinking arsenic-contaminated ground water. The diagnosis is 
symptomatic and based on changes in the skin colour and appearance of skin lesions. 
From a biomedical perspective, arsenicosis is perceived to be a disease that develops 
slowly through different stages that include melanosis, hyperkeratosis, gangrene and 
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cancer. Besides skin lesions as external manifestations of arsenicosis, various internal 
organs like the heart, liver and kidney are also believed to be damaged if arsenic 
contaminated water is consumed over long periods of time. The consequences of arsenic 
toxicity for the human physiology remain unexplored in biomedical science. The UHO 
mentioned that the long-term consequences of drinking arsenic contaminated water could 
be far-reaching and more human organs may be affected by arsenic toxicity. He urged the 
establishment of further biomedical research on this issue.  
 
One doctor at the UHC suspected that the increasing rate of hypertension among 
the population may be because of arsenic toxicity in the human body. Another medical 
officer mentioned that the consequences of arsenic toxicity can be illustrated in both 
“non-cancer health effects” and “cancerous health effects”. By “non-cancer health effect” 
he was referring to the stages of melanosis, keratosis and hyperkeratosis, whereas by 
“cancerous health effect” he was referring to the later stages of gangrene and cancer of 
the extremities. He further mentioned that the hematological impact of arsenic toxicity is 
often manifested in anemic conditions due to the deficiency of hemoglobin in red blood 
cells. However, it was believed that hepatological and gastrointestinal disorders might be 
associated with arsenic toxicity, as most of the arsenicosis patients presented with 
complaints of vomiting, pain in the stomach and diarrhea, besides exhibiting the visible 
symptoms of arsenicosis.  
 
This biomedical understanding of arsenicosis on the basis of physiology, 
hematology or hepatology is in direct contrast to the popular perceptions of arsenicosis as 
ghaa. As demonstrated previously, arsenicosis is socially constructed as ghaa due to 
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poisoning from snake-bites, which is popularly categorized as kothin bish. There is a 
clear gap here between the biomedical and social construction of arsenicosis. One 
obvious implication of this gap is reflected in the tension between patients and 
biomedical doctors in a clinical encounter. As one ghaa patient explained:  
 
I told the doctor that I have the ghaa in my foot which is very itchy, painful with pus and 
recurring. He checked my blood pressure and asked me which coloured tubewell I drank 
water from. He asked me to do a blood test and advised me not to drink water from the 
red-marked tubewell. I thought he could give me molom to apply on the ghaa so that the 
ghaa would dry up and I would get some relief from the itching. When I asked why I had 
to do the blood test, the doctor said I might have anemia and that I also have hypertension. 
I expected ointment from the ghaa but I did not know why the doctor asked me to go for 
a blood test. (Interview with Mr. Anwar, August 17, 2006)  
 
It is quite evident from this statement that the clinical diagnosis and treatment of 
arsenicosis are beyond the expectations of patient. He did not expect his blood to be 
tested just because of the ghaa, which he thought could simply be treated by prescribing 
ointments. In contrast, the doctor suspected that the patient might be suffering from 
anemia and hypertension due to chronic suffering of arsenicosis. In such a clinical 
encounter, the illness experienced by the patient as a result of suffering from the ghaa 
becomes the disease of arsenicosis as a biomedical reality. Clearly, the biomedical 
procedures of diagnosing and treating arsenicosis depart sharply from what the social 
actors perceive and experience in practice. The ways in which clinical frameworks offer 
the diagnosis and treatment of arsenicosis seems unexpected and inappropriate from 
patient‟s perspective. Such a mismatch between biomedicine and popular perceptions is 
not unique in the context of rural Bangladesh but has already been reported by Kleinman 
(1986; 1975) in China and Taiwan, where doctors and patients have different perceptions 
of psychiatry and mental disorders.  
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Many ghaa patients who consulted a physician at the UHC informed me that the 
doctor did not explain what had happened to them; the doctor simply ordered a blood test 
and other clinical investigations that the patient perceived as redundant. Mr. Khan was 
quite annoyed at these clinical procedures and reacted in the following way: 
 
Whenever I go to see the doctor, they tell me to do a blood test, or do this and that, even 
though they are unnecessary. Can you tell me why a blood test is needed for ghaa 
treatment? Why does the doctor want my blood to be tested? I went to get medicine for 
ghaa, but the doctor asked me to go for a blood test. Is there no medicine for ghaa? Why 
does he tell me to go for a blood test? (Interview with Mr. Khan, July 28, 2006) 
      
Patients‟ visits to the hospital are guided by expectations of receiving medication to 
relieve their symptoms. However, the doctors tend to recommend clinical investigations, 
which do not make any cultural sense on the ground. Thus, ghaa patients are quite 
skeptical about the role of the physicians and their intentions during clinical 
investigations. The pathological examinations, which are required from the biomedical 
point of view to diagnose arsenicosis, are often perceived as being unnecessary by the 
patients.  
 
Such a mismatch between the biomedical definition of arsenicosis and its social 
construction as ghaa has another implication in rural Bangladesh - patients tend to prefer 
to seek alternative healing services over biomedical ones. Many studies have shown that 
patient‟s visits to alternative health-care services are a result not just of their accessibility 
and affordability, but also because of the shared cultural knowledge and disease etiology 
between patients and alternative healers (Bhardwaj and Paul 1986; Feldman 1983; Green 
et al. 2006; Wilce 1995). In such an encounter, the patients and the alternative health 
service provider share similar interpretations and etiologies of the disease and this avoids 
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any ambiguity or conflicting understanding of the problem. One patient who was 
dissatisfied with biomedicine told me: 
 
When I go to the kobiraj or hujur, they clarify everything that has happened to me. They 
tell me the causes of the disease (rog), whether it is a result of weather, contaminated 
food or past bad deeds (kormodosh). But the doctors never clarify anything. They just ask 
what happened and then write a prescription for medicine or ask for tests to be done. 
They never explain to us what has happened. (Interview with Rakibul, August 13, 2006)  
 
Another patient said that he does not like allopathic doctors as they are not friendly but 
behave rudely (khit-khite mejaj). Thus, patients feel more comfortable in sharing their 
ailments with someone who has the same mindset and attitude to disease etiologies and 
therapeutic procedures. Therefore, when patients visit the village kobiraj, homeopaths or 
religious healers, both actors are in a comfortable position to share their worries and 
concerns in a friendlier environment.  
   
Yet, in a clinical encounter, patients‟ expectations are guided by the idea of 
getting medicine that could immediately and effectively alleviate the suffering of ghaa. 
However, biomedicine is still constrained by limited therapeutic options for curing 
arsenicosis. Drinking arsenic-safe water is considered to be the only preventive measure 
against arsenicosis. Thus, biomedical doctors prefer to advise patients to drink arsenic-
free water than to prescribe medication. Patients‟ expectations of getting medicine thus 
remain unfulfilled. Moreover, the biomedical construction of arsenicosis as a result of 
drinking arsenic contaminated water does not make any cultural sense on the ground. 
Such a mismatch in perceptions and expectations creates tension between doctors and 
patients. Patients are skeptical of the doctor‟s advice on preventive measures such as 
drinking arsenic-free water, as they are unclear whether the ghaa is really a result of 
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drinking arsenic contaminated water, or whether their water sources are really 
contaminated by arsenic. Thus, the patients I spoke to were hesitant to accept biomedical 
explanations and treatments for the ghaa. Patients continue to drink contaminated water, 
despite clear biomedical disapproval of it.  
 
Although patients visited the UHC to seek biomedical treatment, all of them 
discontinued their allopathic treatment midway. When asked why they discontinued the 
medicine, all the patients cited financial reasons, i.e., they could not afford the expensive 
allopathic medications. One patient said:  
 
How can I afford such expensive medicine? I thought I would get free medicine from the 
hospital, but the doctor asked me to buy it from outside. One tablet costs 20 taka, and I 
have to take it every day for seven days. How can I buy it? I managed to buy it for three 
days then gave up. (Interview with Mrs. Hosneara, August 15, 2006)   
 
Another patient said, “I do not have that much money to buy expensive medicine. I may 
be able to afford it for a couple of days but not for a week.” Another reason why patients 
do not go to the UHC is that allopathic medicine is available in the village market 
through the village doctor. As one patient explained: 
 
We get allopathic medicine from the oshuder dokan in the bazaar, so why spend time and 
money to go to Kalaroa haspatal. They will not give us free medicine. We have to buy it 
from the market. So, why should I go there? Oshud from Kalaroa haspatal and oshuder 
dokan are same. ((Interview with Mr. Hanif, July 27, 2006) 
 
Patients who visited the UHC were also dissatisfied with the long queues and waiting 
time to see the doctor. Even though they did finally manage to see the doctor, the doctor 
only spent a few minutes consulting the patient. One patient told me that he had spent 
five hours waiting just for a five-minute consultation. Some other patients expressed their 
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discontent with the fact that the doctor prescribed medication without listening properly 
to their complaints. One patient said, “The hospital doctors finish writing their 
prescription and medication before listening to the problems properly". Such an 
understanding is not entirely implausible; it is part of the bigger picture of inadequate 
public health care services in Bangladesh, where facilities and health work force are very 
limited to serve a huge population (Andaleeb 2001, 2000; Zaman 2004).  
 
Another significant characteristic of the health-seeking behaviour of ghaa patients 
is the tendency to cross national borders in order to access health-care services from other 
countries. Two arsenicosis patients from the village went to Kolkata, India to seek 
allopathic treatment. It was possible for them to cross the border not just because of the 
geographical proximity of the village to the Indian border, but because of their cultural 
networks across borders. Mr. Rahim, a 55 year old patient, told me: 
 
What can I do except go to Kolkata? The ghaa became very severe, you cannot imagine. 
No medicine cured the ghaa. I have a cousin in Kolkata. One day I called him on the 
phone and explained my condition. I told him that I wanted to have a last try (sesh 
chesta) in Kolkata. He told me that he could help me to make an appointment with a skin 
specialist. I had never been to Kolkata but I was desperate to go. I did not have any 
passport. Fortunately it was not so strict (kora-kori) at the border areas. If some money is 
given to the middle men (dalal), they help anyone to cross the border. So I did that and 
crossed the border to go to Kolkata. The next day I went to see a specialist doctor (boro 
daktar). He examined me and prescribed me some medicine. I bought some medicine 
from Kolkata before I came back to the village. After taking the medicine, the ghaa 
became dry and the itching was also reduced. After a few days when the medicine was 
finished, the ghaa reappeared. (Mr. Rahim, August 17, 2006) 
 
The most obvious challenge that the above statement poses is the question of accessibility 
and distance for seeking health-care services. Distance and accessibility do not appear to 
be impeding factors in this case as the patients are desperate to seek particular health-care 
services. In fact, this patient is quite poor and belongs to quite a low economic class so 
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money is a major concern for him. However, financial constraints did not prevent him 
from searching for a specialist doctor (boro daktar). Social networks, which Janzen calls 
a “therapy managing group”, play a crucial role in determining how far a patient can go 
to seek health-care services. However, Janzen‟s conceptualization of the therapy 
managing group appears to be limited when applied in the global context. In a global 
village, the social network can be extended across national borders. Thus, medical 
pluralism and the therapy managing group need to be re-conceptualized in order to 
incorporate the larger processes of the global medical marketplace that is available to any 
individual with an extended therapy managing group. Obviously, the more extended 
social network one has, the higher the possibility of exploiting these resources in the 
global marketplace. Thus, in a pluralistic context, medical options are no longer limited 
to the immediate geographical boundary of a village; medical pluralism has become a 




6.3    CONCLUSION 
 
Thus far, I hope to have adequately demonstrated that the reason why patients use 
alternative healing services is because of their understanding that the ghaa is a result of 
snake-bites, blood-poisoning and fate. Such perceptions led them to seek healing services 
from the kobiraj and religious hujur, who are perceived to be the most appropriate 
healers to remove poison from the body and to abolish past transgressions. Biomedical 
explanation of arsenicosis because of drinking arsenic-contaminated water, however, do 
not make much cultural sense on the ground, since not all are afflicted by ghaa despite 
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drinking water from the same contaminated water sources. Patients are, thus, suspicious 
of the biomedical explanations of arsenicosis. Biomedical professionals hold scientific 
and objective analysis of arsenicosis, whereas lay villagers are guided by their everyday 
knowledge and experience. The implications such mismatch are obvious as many patients 
prefer alternative healing services to biomedicine. My ethnographic evidence further 
suggests that the reason why ghaa patients seek alternative healing services is because of 
the fact that patients and alternative healers share similar cultural knowledge and disease 
etiologies about the ghaa. Both actors are able to comfortably share the same language to 
talk about ghaa, which creates the perfect condition for alternative healing services to be 
popular options in rural Bangladesh. The next chapter continues to demonstrate the 
implications of social constructions of ghaa in terms of community participation in 









7.1    INTRODUCTION 
 
While I was conducting my fieldwork in rural Bangladesh, one particular advertisement 
on local television became very popular. The advertisement was for the electronic 
topping-up (e-top up/flexi load) of pre-paid mobile phone cards. Briefly, this 
advertisement showed a man requesting a mobile card seller to top up his mobile phone 
with a certain amount of money. Since the subscriber was spending a lot of money on this, 
the vendor jokingly commented, “how much you talk re?”47 (koto kotha bole re). From 
then on, the comment “koto kotha bole re” became popular in common usage to refer to 
someone who is talkative. Having witnessed the failure of development projects, which 
were meant to provide arsenic-free water in the village, and the amount of money that 
had been wasted on this, one respondent, mimicking the advertisement, amusingly 
commented, “how much money do they waste re” (koto taka nosto kore re). Thus, from 
villagers‟ point of view, these development projects have been perceived as failures and 
simply a waste of money. 
 
This chapter focuses on two development projects that have been designed and 
implemented for the provision of arsenic-free water, but that have been rejected by 
villagers. Having seen these failed development projects, I attempt to unpack the puzzle 
of why villagers who were suffering from the deadly ghaa have rejected these projects 
                                                 
47
 The Bengali word “re” is a suffix that is casually used in informal and friendly conversations. 
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that have the potential to provide them with arsenic-free water. In exploring this issue, I 
critically examine the ways in which the community, the state, NGOs and international 
financial organizations are involved in the development projects, with particular 
reference to how different stakeholders perceive, understand and evaluate the problem. A 
critical examination of the issues of power, politics, ideologies and the rhetoric of 
development discourse are important in achieving an understanding of the question of 
why arsenic mitigation strategies fail. 
 
As has been previously demonstrated, biomedical and popular knowledge about 
arsenicosis are often in conflict with each other, resulting in a very different set of 
knowledge and outcomes. This section thus explores how social constructions of the 
ghaa shape villagers‟ participation in mitigation strategies offered by development 
organizations. I demonstrate how differential perceptions about arsenicosis among 
development planners and villagers produce unintended outcomes, resulting in the failure 
of development projects. Following critical medical anthropology, I show how 
arsenicosis becomes a political phenomenon on the ground (Singer and Baer 1995; 
Scheper-Huges 1990; Singer 1985). At the same time, I demonstrate how culture and 
local knowledge are crucial in ensuring the success of development projects, but how 
they are often ignored and neglected by development planners, which consequently turns 
well-intentioned development projects into failures (Hobart 1993). This dissertation thus 
provides a critique of development and links up with the post-structuralist development 
discourse in order to demonstrate how development projects often fail and produce 
unintended consequences without providing any solutions to the problem (Escobar 1991, 
1995; Ferguson 1990; Friedman 2006).  
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Although the outcomes of NGO intervention in Bangladesh have generally been 
remarkable and NGOs have been credited as the “agents of development par excellence” 
(White 1999), their involvement has increasingly come under critical scrutiny. Many 
development projects in Bangladesh have “failed” and brought unintended consequences 
to the intended beneficiaries (Adnan 2004; Rahman 1999; Karim 2008). NGOs have been 
charged as “political chameleons” that mobilize poor people for political purposes 
(Chowdhury 2001: 22). Although the development apparatus in Bangladesh acts 
rhetorically as an “anti-politics machine”, in reality, critics are suspicious that NGOs may 
wish to establish a parallel government or act as a “shadow state in Bangladesh” in the 
name of mobilizing people (Karim 2008: 7). NGOs have also been criticized as being 
driven by profit generating motives, being too business-oriented and intentionally 
behaving as capitalist organizations (Chowdhury 2001). After two decades of 
interventions, many rural Bangladeshis have come to view development NGOs as hybrids 
of the state or the market, a kind of “officer class”, or simply a type of lucrative business 
(White 1999: 321).  
 
My ethnographic analysis of two development projects, the BAMWSP and the 
GSK project, corroborates the above findings. I demonstrate that arsenic mitigation 
strategies have failed and simply do not bring any benefits to villagers. I argue that this 
failure is the outcome of a combination of several complex issues: ignorance of local 
priorities and preferences as well as the failure of development planners to address many 
political, cultural and environmental considerations and contexts within which these 
projects were to be implemented. The discussions that follow provide a preliminary 
description of these two projects, with their aims, objectives and outcomes followed by 
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an ethnographic analysis. The analysis of these two projects is based on two sources: a 
textual analysis of the BAMWSP final project evaluation report entitled “Implementation 
Completion and Results Report (ICR)” published by the World Bank in 2007 just after 
the completion of the project, and primary sources of information that I collected from 
the community in the course of my fieldwork.  
 
My intention here is not simply to (re)evaluate these projects, but also to explore 
the ways in which the actual beneficiaries make sense of these projects and how the 
intentions of development planners depart from the understandings and expectations of 
the actual beneficiaries. This chapter thus interrogates the disconnections between the 
developmental/official constructions of arsenicosis and the perceptions, expectations and 
assessments of ghaa by villagers themselves. I explore why villagers who are suffering 
from the deadly ghaa reject arsenic-free water sources that are offered to them by the 
project. The focus here is on the particular cultural, political and technical faults that have 
been overlooked and ignored by the project planners, which have resulted in project 
failures. In this study, my understanding of development as “failure” is based on two 
sources. The first is a theoretical discourse on failure, which is largely grounded on a 
post-structuralist critique of development, which argues that development is hegemonic 
and political, and that it often fails and, in fact, creates more poverty, underdevelopment 
and leads to unintended consequences (Escobar 1995; Ferguson 1990; Friedman 2006). 
The second source is a practical discourse on failure, which is grounded on my primary 
ethnographic evidence which demonstrates how the actual beneficiaries evaluate 
development projects. I depend on how the beneficiaries define failure when participating 
in the development processes. Based on ethnographic evidence, my understanding of 
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development project is that it is not just a “waste of money”, which failed to achieve its 
goals and objectives that were originally set out, but also a mechanism that brings 
unintended consequences by creating conflict and distrust among different social actors 
on the ground. The following discussion elaborates on how well-intentioned and essential 
development projects turn into failures.  
 
 
7.2   PROJECT ONE 
THE BAMWSP: BACKGROUND AND OBJECTIVES 
 
In August 1997, in response to the government‟s call to assist with the fight against 
arsenic contamination, a joint meeting between the World Bank (WB) and the Swiss 
Agency for Development and Cooperation (SDC) was held with the aim of reviewing the 
possibility of extending “support” to the government. The meeting approved a plan for a 
US$44.4 million project called the “Bangladesh Arsenic Mitigation Water Supply 
Project” (BAMWSP). On August 28 1998, the Executive Committee of the National 
Economic Council (ECNEC) approved the proposal for the project. BAMWSP was 
designed as one of the largest and longest development projects in Bangladesh to be 
implemented in collaboration with the WB, SDC, the government of Bangladesh (GoB) 
and the community. Of the US$44.4 million, the WB pledged $32.4M as credit, SDC co-
financed $3M and the rest was agreed to be shared by GoB ($4.9M) and the community 
($4.1M). At the end of the project in 2007, however, the actual amount that had been 
spent stood at US$28.4 million and the rest of the money, US$16 million, remained 
unspent. The breakdown of the financing of the project is shown in Table 5. 
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Sources of Funding 
Appraisal Amount 
(USD Million) 
Actual Amount Spent 
(USD Million) 
Government of Bangladesh 4.90 3.66 
Community 4.10 1.51 
The World Bank 32.40 23.16 
SDC 3.00 0.207 
Total Funds 44.4 28.537 
     
    Table 5: Financing of BAMWSP (The World Bank 2007: 28). 
 
From the World Bank‟s point of view, the rationale for supporting this project was stated 
as follows (The World Bank 2007: 1): 
 
At that time, there was little scientific knowledge about how, why, or where arsenic 
occurred in drinking water sources. Doctors and health workers did not have much 
knowledge of the epidemiology, symptoms, or treatment methods, nor were there any 
records of the number of patients suffering from arsenic-related illnesses. This new 
development also risked rolling back the significant progress made over two decades in 
both the provision of safe drinking water under the shallow tubewell program and the 
complementary improved sanitation in the country, which had contributed to a reduction 
in mortality and morbidity, especially among children. Arsenic contamination of the main 
source of drinking water emerged as a national crisis, and action was urgently required. 
The Government of Bangladesh sought international assistance to address this emerging 
crisis. These conditions provided the rationale for the World Bank and other donors to 
assist Bangladesh in its efforts to tackle the arsenic problem in a coordinated manner. 
 
Thus, from the very beginning, the rationale for the WB involvement was justified on 
compassionate and ethical grounds; i.e., urgent “assistance” and “intervention” were 
required to save arsenic affected villagers in Bangladesh. Bangladesh was thus 
constructed as an “object” that required intervention through development projects. A 
broad objective was set for this project and it was: “to reduce morbidity and mortality in 
both the rural and urban population caused by arsenic contamination of Bangladesh‟s 
groundwater within sustainable water supply, health, and water management strategies” 
(World Bank 2007: 1). The Bank adopted a “learning-by-doing” and “flexible” approach 
as there were several uncertainties in the situation due to limited knowledge about arsenic 
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and the lack of prior experience in implementing such a project on the part of the WB 
(The World Bank 2007: 5). Thus, Bangladesh was seen as a “laboratory case” for 
intensive learning on the part of development establishments without identifying who 
would be held responsible if the projects were to fail. Three broad components of the 
project were identified: (I) on site mitigation, (II) an improved understanding of the 
arsenic problem, and (III) strengthening the implementation capacity of the institutional 
apparatus. Under these three broad components, a number of specific targets were set: 
 
(a) Screening tubewells to concretely establish the spatial extent of arsenic 
contamination, the level of arsenic concentration, and labeling unsafe sources. 
 
 (b) Creating mass awareness about the effects of arsenic ingestion. 
  
(c)  Developing and providing affordable and appropriate mitigation options on a 
cost-sharing basis.  
 
(d)  Ensuring a decentralized and participatory implementation modality among the 
various stakeholders. 
 
(e)  Using NGOs for community mobilization, forming community-based 
organizations, and help with preparing community action plans.  
 
(f) Setting up a comprehensive database under the National Arsenic Mitigation 
Information Centre (NAMIC) comprising of information on the spatial 
distribution of arsenic contamination, the level of arsenic concentration, patient 
information, details of the mitigation options implemented, hydro-geological data 
from groundwater investigations, and so on. 
 
Although the project prioritized preventive strategies for arsenic contamination, there was 
no provision of health-care services for existing arsenicosis patients. It was argued that 
the provision of health-care services is the responsibility of the Ministry of Health and 
Family Welfare (MOHFW) through its existing health posts (The World Bank 2007: 6). 
Initially, the project envisaged covering 4,000 villages; however, the plan was later 
revised to go for a manageable 1,800 villages.       
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7.2.1    Project Structure and Implementation Process 
 
Three levels of stakeholders were established for the implementation of project activities: 
at the top, there were donor organizations and the state apparatus, the intermediary level 
was made up of the Department of Public Health Engineering (DPHE), local government 
authorities and NGOs, while the micro level consisted of communities who would be the 
ultimate beneficiaries of the project. One of the major objectives of this project was to 
promote partnerships among these stakeholders while implementing the project activities. 
Maintaining coordination among different stakeholders, however, proved to be a major 
challenge for this project, and progress was extremely slow during the first two and a half 
years of operation. The donors were disappointed with the bureaucratic government 
apparatus and threatened to cancel funding or even completely dispense with the project 
(World Bank 2007: 4). There was a clear contradiction between the Department of Public 
Health Engineering (DPHE) and the Project Management Unit (PMU). The Word Bank 
reported that (The World Bank 2007:8): 
 
A number of directors did not share the project concept, were unable to break away from 
the working practices of the DPHE, or were not sufficiently motivated to move the 
project forward. Over a 2½ -year period (December 1999 to December 2000; June 2002 to 
December 2003), the project was rated “unsatisfactory” for implementation. 
 
Clearly defined responsibilities were drawn out for each of the stakeholders. PMU was 
responsible for the overall management of the project, while DPHE provided technical 
support. One local NGO was hired for each of the villages to provide support for 
awareness creation, community mobilization, screening tubewells, patient identification 
and the promotion of mitigation options.  
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Since one of the objectives of the project was to strengthen local government 
bodies, which were previously considered to be inefficient and incapable of promoting 
development activities, the Union Parishad (UP) was fully incorporated into this project. 
The main responsibility of the UP was to implement project activities at the village level, 
particularly in coordinating activities between the local NGOs and the community. 
According to the project proposal, the community was considered to be the core 
implementer of the project activities and was expected to take part in this project in a 
“fully participatory” manner. It was envisaged that the involvement of the community 
would ensure participatory decision-making regarding the installation and maintenance of 
arsenic mitigation options. It was also envisaged that the community would be mobilized 
and empowered to form community-based organizations called “Ward Arsenic 
Mitigation Water User‟s Groups” (WAMWUG), which would be responsible for 
preparing and implementing a Community Action Plan (CAP) as well as be responsible 
for maintaining these mitigation options after handover. Major responsibilities of the 
various stakeholders are described in Figure 3:  
 
 
Figure 3: BAMWSP Project Structure 
 
Donors GOB 
DPHE Providing Technical Assistance 
NGOs 
UP 
Screening tubewells, Community mobilization, 
Patient identification, awareness creation  
Coordinating Project Activities at the Community level  
The Community Preparing action plan, participating in project activities  
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7.2.2     Project Outcomes  
 
The WB evaluated the project as “moderately satisfactory”, although the rating was not 
clarified any further (The World Bank 2007: 11). The WB also identified the project as a 
“complex project”, as several different stakeholders were involved in the process. The 
donors were particularly dissatisfied with the bureaucratic and lengthy decision-making 
process of the government which impeded the overall project implementation process. 
Project activities moved really slowly in the first four years and development experts 
began to consider BAMWSP as just one more failed project (World Bank 2007: 44). The 
WB, however, defended the project, stating that its performance improved rapidly after 
the project planning was restructured and when a new project director was recruited to 
replace the earlier one. At the end of the project in 2006, the WB evaluated it based on 
three components: (a) on-site mitigation, (b) an improved understanding of the arsenic 
problem, and (c) strengthening the implementation capacity of the government. 
 
The provision of on-site mitigation options was one of the key objectives of this 
project. Over the project implementation period, a total of 9,272 deep tubewells, 300 rain 
water harvesting systems, 393 dug-wells and 1 piped water supply system had been 
installed in 1800 villages. These were expected to provide arsenic-free water to about 2.5 
million rural people. All these on-site mitigation options were claimed to have been 
implemented by the community in collaboration with the NGOs and Union Parishad in a 
fully participatory manner. The final project evaluation report claimed that the 
installation of these arsenic mitigation options would significantly reduce arsenic 
ingestion in the at risk population. From project planners‟ perspective, these mitigation 
options were “sustainable” for the following reasons (The World Bank 2007: 15):  
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…use of a decentralized participatory approach with a key role for local government and 
communities that have planned, organized, and supervised construction; use of 
technologies that were not complex, were capable of construction by small contractors, 
and were easily maintained by community artisans; and community contribution of at 
least 10 percent of capital costs and assumption of responsibility for operation and 
maintenance.        
 
Another outcome of this project was the training of health-care professionals so that 
arsenicosis patients could be identified and effectively treated. By the end of the project, 
a total of 2,300 doctors had been trained to manage arsenicosis. One reason why the WB 
was interested in this project was the poor level of knowledge about the extent of arsenic 
contamination in Bangladesh. As the WB reported: 
 
There was little scientific knowledge about how, why, or where arsenic occurred in 
drinking water sources. Doctors and health workers did not have much knowledge of the 
epidemiology, symptoms, or treatment methods, nor were there any records of the 
number of patients suffering from arsenic-related illnesses.  
 
Thus, from the WB‟s point of view, the perception of Bangladesh as a place of “little 
scientific knowledge about arsenic” invariably provides a rationale for the country as a 
suitable target for intervention. This constructed image then “shapes not only the 
formation of reports and documents, but the construction of organizations, institutions, 
and programs” (Ferguson 1990: 73). The final evaluation report declared that the project 
intervention has significantly improved knowledge on the extent and origins of arsenic 
poisoning in Bangladesh. After the intervention, it was established that the situation of 
arsenic contamination was far worse than initially thought. 54 districts out of a total of 64 
had higher concentrations of arsenic toxicity than the permissible levels. Unsafe 
tubewells were painted red and safe ones were painted green so that people would be 
 207 
made aware of the safe sources of drinking water and would refrain from drinking water 
from arsenic-contaminated tubewells.  
 
 Based on the information collected by a nation-wide survey, a publicly accessible 
database called the National Arsenic Mitigation Information Center (NAMIC) was 
established. It was envisaged that this database would provide information on the spatial 
distribution of arsenic contamination, patient information, water quality test results, geo-
hydrological information and technical reports, which would be accessible to all for 
further research (The World Bank 2007: 16). Although the database became available 
during the lifetime of the project, it disappeared soon after the project had ended.  
 
The WB constructed Bangladesh as a “weak” state with “low capacity of the 
communities, local and central government in participatory planning and design and in 
O&M of water supply systems” (World Bank 2007: v). This image of an inefficient state 
apparatus was a prerequisite for rationalizing the WB intervention and also for 
rationalizing the need for the state to be strengthened so that development activities could 
be efficiently promoted. The context is the same as Hobart rightly argues, “In order for 
them [people] to be able to progress, these peoples have first to be constituted as 
„underdeveloped‟ and ignorant” (Hobart 1993: 2). Once the “object of intervention” was 
rationalized, the next step was to justify the project outcomes. The WB (2007: 16) has 
reported that the project has significantly improved the capacities of the various 
stakeholders to implement development activities:  
 
A highly effective and successful model, trusted by communities, for delivery of safe 
water to a large number of villages, with explicit cost sharing criteria, has evolved. Union 
Parishads and communities have been empowered to plan and construct facilities for safe 
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water through an approach that includes capital cost sharing and responsibility for 
operation and maintenance.  
 
It claimed that the community was empowered, as 4,331 community action plans had 
been prepared in a demand-driven and participatory manner. It also claimed that the 
capacity of the local government body was strengthened and that it had become more 
responsive and accountable to the villagers. Table 6 illustrates the WB‟s final assessment 
of various components of the project.  
 




Table 6:  The World Banks‟ Evaluation of the Project (World Bank 2007: 12) 
 
The WB assessment report rated the project as „moderately successful‟, although the 
report did not clarify any further what was meant by „moderately successful‟. My 
ethnographic findings, however, reveal a total failure in achieving the goals and 
objectives that had been put forward for this project. Interestingly, the Bank‟s 
performance was rated as satisfactory while the borrowers and other stakeholders‟ 
performances were evaluated as moderately satisfactory. The discussions that follow 
illustrate how and why villagers perceive this project as a failure and a total waste of 
money. The unintended consequences of the project are revealed through an illustration 
of how villagers expressed their discontent as their hard-earned money being wasted in 
Indicators Ratings of the Outcome 
Relevance of Objectives Satisfactory 
Relevance of Design and Implementation Satisfactory 
Achievement of Project Development Objectives Moderately Satisfactory 
Overall Outcome Rating Moderately Satisfactory 
World Bank‟s Performance Satisfactory 
Borrowers Performance Moderately Satisfactory 




the name of cost-sharing and a participatory approach. I also describe how the 
relationships between villagers, local government institutions and NGOs deteriorated as a 
result of this failed development project. 
  Picture 7: Rejected Pond-sand Filters and Dug-well  
 
 
7.2.3   The Reality behind the Rhetoric: 
          An Ethnographic Analysis of the Project 
 
My ethnographic analysis reveals a completely different picture from the claims put 
forward by the WB‟s final evaluation report. Since the village I studied was labeled as 
one of the “hot beds” of arsenic contamination, with 97.88% of the tubewells 
contaminated with high concentrations of arsenic toxicity, BAMWSP paid special 






dug-well, one deep tubewell and two pond-sand filters (PSF)
48
 were installed in this 
village. During my fieldwork, I found all these options had been rejected by villagers. My 
observations are supported by a number of daily national newspapers that published 
reports of the same mitigation options being rejected elsewhere in the country. For 
example, The Daily Prothom Alo, the most popular national daily newspaper in 
Bangladesh, reported on August 12, 2008 that dug-wells and other options offered by 
BAMWSP had already been rejected in most parts of the country, resulting in millions of 
dollars of wastage. The same newspaper reported on April 06, 2008 that DPHE and 
Union Parishad officials at Dumki Upazilla of Patuakhali district in Southern Bangladesh 
had demanded bribes for providing arsenic mitigation options to villagers.  
 
There are many reasons why this project failed. One of the first mistakes I noticed 
was that project officials assumed that the solution to the problem was simply the 
provision of arsenic-free water to the villagers. They not only failed to realize the cultural 
meanings, perceptions and explanations of arsenicosis as ghaa, but also ignored the 
actual expectations and priorities of the villagers. As has been previously demonstrated, 
arsenicosis is socially constructed as ghaa which is shaped by the particular socio-
cultural, religious and ecological contexts under which the subjects live. Many villagers 
perceive the ghaa as a result of blood poisoning from snake-bites, which makes sense in a 
specific environmental context where snake-bites are a frequent occurrence. The ghaa is 
also perceived as being preordained and an examination from God because of an 
individual‟s past transgressions. The villagers do not realize that the ghaa occurs as a 
                                                 
48
 The Pond-sand Filter, popularly known as PSF, is a technical system that can purify surface water, 
usually from a pond, using sands, brick-rocks and other indigenous elements. The system is usually 
installed at the bank of a pond. The water is collected in the system from the pond and then purified for use.    
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result of drinking water from particular tubewells, since this does not necessarily affect 
them all. In contrast, BAMWSP officials assumed that the ghaa is a water-borne disease 
and that the provision of arsenic-free water is therefore the only solution to this problem. 
The ways in which arsenicosis is perceived by development planners seem to be in direct 
contrast to the everyday understanding of the illness. There is a clear disparity between 
the social constructions of ghaa and the official perceptions of arsenicosis. BAMWSP 
officials offered solutions based on how they defined the problem without taking local 
knowledge into consideration. Thus, in encountering hegemonic development discourse, 
popular understandings of the ghaa are not only ignored but also dismissed as the “word 
of the illiterate villagers”. One local DPHE official stated that: 
 
They are the illiterate people…they do not know much about arsenic. How can they 
explain arsenicosis to you? They call it ghaa because it looks like ghaa…but it is not 
ghaa. These are the words of the illiterate villagers (emphasis added). They do not know 
from where it is coming or the consequences of arsenicosis. (Interview with the DPHE 
official, September 12, 2006) 
 
This type of dismissal of local knowledge as superstitions raises a very fundamental 
question: if project planners fail to understand or tend to ignore the local priorities, 
expectations and understandings, how then can they conceptualize an agenda that would 
create awareness and bring greater benefits to villagers? Why should villagers who have 
convenient access to a nearby tubewell move to dug-wells or other water sources 
supplied by the project which are considered to be traditional? My ethnographic study 
suggests that the project failed to produce any such motivational force that could 
overwrite the script of the popular etiology of ghaa so that villagers are motivated to use 
arsenic-free water. The power of motivation and awareness creation required to change 
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behaviour was totally absent in this project. The villagers simply became another 
“object” and passive recipients of the development project, which rightly corroborates 
Hobart‟s (1993: 5) argument that:   
 
Local knowledges often constitute people as potential agents. For instance in healing, the 
patient is widely expected to participate actively in the diagnosis and cure. By contrast, 
scientific knowledge as observed in development practice generally represents the 
superior knowing expert as agent and the people being developed as ignorant passive 
recipients of objects of this knowledge.  
 
My point here is that these arsenic mitigation strategies failed primarily because 
development experts ignored local expectations and priorities. The development 
planner‟s perception of arsenicosis as a water-borne disease and perceived priority of 
providing arsenic-free water as the solution to this disease do not make any cultural sense 
on the ground. Villagers thus witnessed the arrival of the projects one-by-one and their 
unfortunate failure in the long run. The village headmaster summarized the overall 
BAMWSP activity as follows:   
 
They [DPHE] said that the government was thinking of providing alternative options 
which may be deep tubewell or other options. Later on we really saw that they were 
providing deep tubewells. People became happy that there was some kind of solution at 
least. But the water that came out from the deep-tubewells was reddish, salty and bad-
smelling. Despite these problems, we started to drink this water since there was no other 
option. After a few days, villagers lost interest in this water. How many days could they 
drink such reddish and salty water for? Nobody went there to collect water. The 
tubewells were also destroyed and none were repaired. That is the end of the deep 
tubewell. Public health officials again said that another project was arriving soon that 
would be very good and suitable. Then we saw the arrival of the dug-well project. We 
received one dug-well which was installed near the village market. People were happy 
again that they had received this option and started drinking water from the well. The 
problem started in the summer when the water level fell and the well dried up. There was 
not enough supply of water into the well. People became dissatisfied again. During the 
monsoon, spoilt water from outside entered into the well. People stopped drinking the 
water from there. The well is there but no one goes there to collect water and the tubewell 
has been stolen. (Interview with the Headmaster, August 20, 2006) 
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A number of cultural and technical problems can be discerned from the statement 
above. One of the first problems is the water quality of the wells provided by the project, 
which the headmaster mentioned is salty, reddish, bad-smelling and undrinkable. Project 
officials neither explained why the water quality was as such nor took any technical 
actions to fix it. Villagers asked for the deep-tubewell to be reinstalled at a deeper layer, 
which may have changed the water quality, but the project personnel refused to do so 
because they did not have enough funds for this purpose. The project personnel stated 
that if any reinstallation was required, funds must be mobilized by the water users. Thus, 
a technically faulty mitigation option was imposed on villagers. The same technical fault 
occurred in the case of the dug-well. The project personnel did not realize that the water 
in this region falls during the summer. The shallow dug-wells provided by the project 
failed to supply water during the summer season when there is a high demand for 
drinking water. The villagers again asked the DPHE engineer to fix the problem, but he 
refused to do so. The dug-wells were also badly designed, as contaminated water from 
the outside entered the well during the monsoon season. In addition, the villagers found 
frogs and snakes in the water, and this discouraged them from drinking water from the 
well. All these problems caused the villagers to become dissatisfied with such a badly 
designed and technically faulty option. One villager said: 
 
They [the project people] were all deceptive people (fakibaaz). They did not put enough 
ring-wells, and also did not cover up properly so frogs and spoilt water from outside 
entered into the well. Will people drink water from there having seen this? (Interview 
with Mr. Alam, a 21 year old villager, August 25, 2006) 
  
Another very crucial factor is the convenience of fetching water from tubewells rather 
than from traditional dug-wells. Since the tubewell revolution, villagers have easy access 
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to water which is just around the courtyard of every household. They have long been used 
to it. The project officials and NGOs now advise villagers not to drink water from these 
tubewells but to fetch water from dug-wells instead. However, the amount of motivation 
and effort required to change this behaviour were glaringly inadequate in the project. 
Although one NGO was appointed to mobilize the villagers, it spent only three months on 
this purpose, which was completely inadequate by any measure for creating awareness. 
The implication was obvious as the project failed to sufficiently mobilize villagers so that 
they changed their behaviour and were attracted to the project-provided arsenic-free 
water. As one older villager jokingly mentioned, “I heard my forefathers used to drink 
water from dug-wells…now we are modern and we have tubewells. But these people are 
again advising us to drink water from the dug-well. Are we becoming modern or going 
back?”  
 
There were also some problems in making the project participatory. Project 
officials misunderstood community participation as an apolitical, fast and easy to achieve 
process. They failed to realize that community mobilization and spontaneous 
participation can be a really slow, painful and lengthy process (Zaidi 1999; Ugalde 1985; 
Morgan 1993). They assumed that community participation could be easily achieved, as 
if villagers were ready, well-informed about arsenic, and just waiting to be organized and 
get involved in the project. Although the rhetoric of the project envisaged that the 
community would make their own decisions, in reality, the decisions were made by 
project officials, local elites and politically influential villagers. When asked if villagers 
were given the opportunity to participate in the decision-making process for installing 
dug-wells, many villagers informed me that it was the headmaster, Khan Morol, and 
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members of the Union Parishad who decided everything for them. The younger 
generations who were more enthusiastic about getting involved in the project were 
excluded. One discontented college student said: 
 
It is always the headmaster and Khan morol who form the committee. If there is any 
committee, they will be there. They are busy enough with their own work and cannot 
give enough time but will still always be in the committee. The headmaster is busy in his 
school and also does not live in the village. But he is always in the committee, as if no 
committee can be formed without him. We respect them as senior members of the village, 
but they should also take some younger people like us. We want to be involved in the 
project but they never think of us. Since they are senior members (murubbi), we cannot 
say anything in front of them. If they would take us we could work better then them. 
(Interview with Anwar, a 23 year old college student, September 12 2006)  
 
Another villager also expressed his unhappiness thus: 
 
Whenever one comes to visit the village, one first looks for the headmaster or Khan 
morol. They never come to talk to us. Are we not part of the village? Don‟t we live in this 
village? We may not be well-educated like them, but we live in the village. (Interview 
with Mr. Rahim, a 45 year old villager, September 12 2006) 
 
It is evident from these statements that the committees that were formed to implement 
project activities were not representative; rather, they were dominated by the village 
elites without adequate representation from different age, sex and class groups. What the 
World Bank final evaluation report claims, “The participatory process adopted under the 
implementation modality was highly satisfactory” (World Bank 2007: 7), appears to be 
illusive and unsatisfactory in the context of the village I studied. Under the mask of a 
“participatory process”, a top-down and authoritative development project had been 
implemented where the village elites and politically influential Union Parishad officials 
played the key roles in the name of “community representation”. Far from being demand-
driven, the BAMWSP project has just appeared to be another example of a “supply-
driven” project without adequate participation and ownership on the part of the villagers.  
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There were also some problems to do with the post-handover operation and 
maintenance of the water sources. Although the project promoted the formation of a 
“Ward Arsenic Mitigation Water User‟s Group” (WAMWUG) by villagers to take care 
of these resources, in reality, I found no such group to exist in the village. When asked if 
such a committee existed, many respondents either replied negatively or remained silent. 
One older villager suggested that I ask the headmaster if he knew anything about this. 
When I did so, the headmaster informed me that they had formed many committees on 
many occasions and he could not remember exactly which committee I was referring to. 
He informed me that they formed committees as they were asked to do so. In his words: 
 
When any NGO or government project comes [to the village] they tell us to form a 
committee to implement and look after the project activity. Since I am the headmaster of 
the high school, everyone pushes me to be in the committee. So far we have formed many 
committees. But, to tell you the truth, we really do not know what to do. We were not 
informed about what we should do. When the project is completed, the committee 
disappears. It no longer works. (Interview with the village headmaster, August 20, 2006)     
 
Clearly, these committees exist only in the development reports, and not on the ground. 
Even if these committees are formed, they further the interests of the development 
experts and not those of the villagers. Although the project rhetorically considered the 
local community as an active partner and owner of the development projects, in reality, a 
top-down development program has been implemented without adequate participation 
from the villagers. One college student said:  
 
They have money, so they will spend it anyway. They have to spend the money. They do 
not consider whether we want it or not. They will implement it anyway. How much 
money do they waste re! (Interview with Anwar, a college student, September 12, 2006)   
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Thus, BAMWSP project is perceived as being a waste of money. People have not 
developed ownership over the project and they do not realize that these are their 
mitigation options. No serious attempts have been made to mobilize people and to 
facilitate the formation of a representative Community Based Organization (CBO) that 
could eventually take control of these resources. No training, orientation or guidelines 
have been provided for the post-handover operation and maintenance of resources; it has 
simply been assumed that the villagers would do this spontaneously. The project is also 
gender biased. In rural Bangladesh, it is considered the responsibility of the women to 
fetch water; however, their representation was not ensured nor was their participation 
encouraged at any stage of the project implementation process. The project reinforced the 
existing patriarchal norms in the village by excluding women from the process.  
 
  The project to install a Pond-sand Filter (PSF) was another disappointment. 
Although people were initially enthusiastic about PSF systems, they soon lost interest due 
to technological problems. As one owner of the PSF system explained:     
 
The project people advised me to apply for a PSF. They told me to share some money for 
the cost of installation. People from the health department came to select the site for 
installation. They spent 60-65 thousand taka and I shared some 10 thousand taka for this. 
The system was functioning well…women used to come in the morning and afternoon to 
collect water. The water quality was also good. But the problem started when there was 
no water in the pond during the summer. I asked the DPHE engineer and he suggested re-
excavating the pond at a deeper layer. I asked if it was the responsibility of the DPHE to 
re-excavate the pond as they had promised earlier. They said that the policy had been 
changed and it was the responsibility of the owner to re-excavate the pond. I was so 
surprised. I agreed to install the PSF knowing that they would re-excavate the pond 
afterwards. But they refused to do so. How could I manage 25 thousand taka to re-
excavate the pond just for water? I could not afford to re-excavate the pond and the 
system was destroyed. Had I been informed earlier that they would not re-excavate the 
pond later on, I would never have taken it on. I wasted the money I shared…a lot of 
money. I could use this money to reconstruct my house, which was badly needed as the 
monsoon was setting in. They [DPHE] just cheated (vuami kora) me. (Interview with a 
PSF owner, September 28, 2006) 
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Clearly, the owner of the PSF was unhappy after installing the system. From his 
point of view, it is a form of cheating and the violation of a promise that the DPHE 
refused to re-excavate the pond for him, which they had said they would do. There is 
clearly a tension between the two parties. DPHE did not properly inform the receiver 
about the PSF proposal, terms and conditions, particularly its post-constructive operation 
and maintenance. The project officials wrongly assumed that the villagers would be able 
to operate and maintain the system without the provision of any training and technical 
support. In the context of rural Bangladesh, the re-excavation of ponds requires large 
amounts of money which not everyone can afford. Thus, the PSF system, which has 
become non-functional due to a lack of re-excavation, has become a burden to the owner. 
The amount of money that has been cost-shared for this purpose is just wasted, and this 
could have been used for a more desirable purpose. Thus, the PSF owners were 
dissatisfied with the process and engaged in a direct confrontation with the DPHE 
authority. Villagers also pointed accusatory fingers at the Union Parishad officials and 
NGOs that had promoted the deep-tubewells and dug-wells that ended up failing to 
provide safe drinking water.  
 
Thus, an environment of distrust and hostility was created among the various 
stakeholders. These unintended consequences of the development project were 
unimaginable before its implementation. Instead of providing arsenic-free water and 
promoting the health and well-being of the population, the project has further weakened 




They [NGO and Union Parishad] are very clever. They come to the village and speak 
convincingly. They tell us to do this, not to do that. They persuade us to do what they 
want. You have to follow what they say. They provide these arsenic mitigation options. 
But we cannot find them when there is a problem. Look at these dug-wells, deep-
tubewells and PSF which are non-functional, but no one comes to fix them. They install 
them and that‟s all. Why don‟t they come to see this problem now? They are all like this. 
They are all deceptive people…so, it is better to stay away from them. (Interview with 
Rafiq, a 35 year old man, September 21, 2006)   
 
 In another interview, a PSF owner said: 
 
They [DPHE] persuaded me to go for this PSF by saying that it is good and the water is 
arsenic-free. They will share the money and I have to give only a small amount. I was 
convinced and now this has become a problem. Will they return my money? The money 
is lost and we also don‟t have water. (A PSF owner interviewed on September 18, 2006) 
 
Villagers were clearly disappointed and had lost their faith and trust in the NGOs and 
local government bodies. They were perceived as being fraudulent and deceptive. Rather 
than strengthening the relationship, the project further weakened it by provoking 
confrontational and hostile relations between villagers and the local government 
institutions. These unintended consequences of the failed development projects were 
unimaginable to the project planners during the planning process. My findings, thus, 
corroborate the post-structuralist critique of development; i.e., the BAMWSP project has 
not only failed to provide arsenic-free water, but has also brought unfortunate miseries to 
villagers, including the wastage of their hard-earned money in the name of cost-sharing, 
an entirely different outcome that was unimaginable before. Thus, these villagers have 
not only become the “target” of development projects but also the victims of 






7.3    PROJECT TWO: 
   THE GSK WATER TREATMENT PLANT 
 
In Rupnogor, the first ghaa patient died in 2003 and this was widely published in the 
daily national newspapers. This news drew instant attention to many national and 
international organizations working in Bangladesh. GlaxoSmithKline (GSK), a 
multinational pharmaceutical company, also came to know about the sad news and the 
acute problem of arsenic contamination in the village. The communications manager of 
GSK-Bangladesh visited the village in 2004 and met with the high school headmaster as 
well as other members of the community. He expressed his interest, as part of GSK‟s 
non-profit community involvement component, to assist with providing arsenic-free 
water in the village. Villagers enthusiastically committed all sorts of support. GSK then 
pledged to install two community-based water treatment plants in the village. 





7.3.1    Formation of the Association for Arsenic Mitigation (AAM) 
 
A series of meetings was held during the first quarter of 2004 between villagers and the 
GSK representative on the question of how to implement the overall project activities. 
GSK suggested that members should be drawn from the community to form an 
association that would supervise the implementation of project-related activities. On July 
14 2004, a meeting was held at the local high school where representatives of the 
community agreed to this, founding the “Association for Arsenic Mitigation (AAM)”. A 
seven-member executive committee was formed, with the local high school headmaster 
as the president. Other members were selected from the village, including one male and 
one female Union Parishad member, three senior members of the village and one 
representative from GSK. The committee then sent a letter to the GSK-Dhaka office 
informing it about the formation of this association. In a reply to that letter dated July 18, 
2004, GSK expressed its appreciation of this initiative as follows: 
 
This is the beginning of a great journey to rescue villagers from the arsenic contamination 
in their drinking water. We are happy to find you out as our partner. We believe with 
your dynamic leadership, the committee would be able to implement the project.      
 
Following the formation of AAM, several meetings were organized to confirm the 
constitution, aims and objectives of this association. Since the association did not have 
any formal office, the high school classrooms were used as a meeting venue. Most of the 
committee members of this newly formed association had previously been involved with 
the BAMWSP project and were therefore aware of the challenges the project faced at that 
time. The committee identified a lack of sufficient knowledge about arsenic 
contamination as one of the main constraints of the implementation process. They then 
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prioritized awareness creation through the mobilization of villagers. They also realized 
that awareness creation would not be sufficient unless alternative safe options of drinking 
water could be ensured. Thus, besides awareness creation, the association also prioritized 
the provision of arsenic-free water on their agenda. 
 
7.3.2    Installing the Arsenic Treatment Plant 
 
In August 2004, a team from GSK visited the village to examine the feasibility of 
installing an arsenic treatment plant. The first dilemma was to select a strategic site at 
which to install the system so that it could be easily accessible to most of the villagers. 
The headmaster proposed that the plant be installed in the high school playground so that 
students would get priority in accessing the arsenic-free water. The physical position of 
the high school in the village was such that women from the other part of the village 
would have to travel a long distance to collect water. Considering the large geographical 
boundary and the large population within it, GSK promised to install two systems rather 
than one so that all villagers could have access to safe water within a minimum walking 
distance.  
 
A Memorandum of Understanding (MOU) was signed between the two parties, 
where AAM was given the full authority and responsibility to implement the overall 
project-related activities. With full financial assistance from GSK, two systems were 
installed under the direct supervision of the association. The systems were technically 
sophisticated. Using an electric motor, the groundwater was pumped into an overhead 
tank which then flow down through an iron removal media to remove iron and an arsenic 
removal media to remove arsenic from the water before accumulating in a lower storage 
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tank. A number of taps were attached to the lower storage tank from which the treated 
water was collected. One arsenic removal media could treat about one million liters of 
water or last about two years. After this, the media would need to be replaced at a cost of 
about US$300. The iron removal media also needed to be changed whenever necessary as 
the accumulation of iron over time would hinder the flow of water.  
 
7.3.3    Distributing Water and Maintaining the System 
 
On August 17 2004, two water treatment plants were officially inaugurated and handed 
over to the association. Since the systems were technologically sophisticated and required 
expert maintenance, the association decided to recruit one caretaker to look after the 
system. A couple of young people from the village expressed their interest in taking on 
the role of caretaker of the plant. Following an interview, the committee selected two 
caretakers for these plants and decided to pay them 1500 taka (US$20) each as a monthly 
allowance. The caretakers were appointed for the overall management of the system, 
including pumping water twice daily in the overhead tank using the attached electric 
motor, distributing water twice a day, cleaning the iron and arsenic removal filters, and 
collecting monthly payments from subscribers. The caretakers were provided with basic 
training on how to operate the system.  
 
 Once the system had been installed and the caretakers had been recruited, the next 
step involved making a decision on the distribution of water. There were disagreements 
and tensions in the beginning between the Union Parishad officials and the AAM. The 
Union Parishad chairman insisted that the water should be distributed freely. The 
committee disagreed and argued that the system would not be financially sustainable and 
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ownership would not be developed if water was provided for free. The UP chairman 
counter-argued that the Union Parishad would bear the costs of maintaining the system. 
The committee then realized that the chairman was politically motivated and intended to 
provide free water in order to accumulate votes in the next election. A meeting was called 
to resolve the matter, where it was decided that a mere 10 taka (US$ 0.15) would be 
levied as a monthly water bill per household. The caretaker was given the responsibility 
of maintaining a ledger book with all the relevant details.  
 
It was estimated that if an average of 500 households pay 10 taka per month, a total 
of 5000 taka would be accumulated monthly, which would be enough to pay the 
electricity bill and the salaries of the caretakers. However, this somewhat pragmatic 
calculation soon led to disappointments as the number of water-users fell below 100 
households. The amount of money generated from the water bill was not enough to pay 
the electricity bill, let alone the salaries of the caretakers and other maintenance costs. 
The caretakers then began to serve on a voluntary basis without any salary. GSK 
suggested enhancing the community mobilization so that villagers would be motivated to 
subscribe to arsenic-free water from the treatment plant. The association failed to do so, 
however, since it either did not have enough manpower or the unpaid and voluntary 
caretakers were not motivated enough to engage in extensive community mobilization.  
 
7.3.4    The Emergence of Unnoyon and Conflict with AAM 
 
GSK was unhappy with the failure of AAM to increase the number of subscribers to the 
arsenic-free water. In several meetings with AAM, GSK repeatedly raised its concerns 
regarding the low participation rate of villagers in the water supply systems. As AAM 
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failed to take any quick initiatives to mobilize villagers to use water from the plant, GSK 
decided to hire a third party to provide assistance with creating awareness among 
villagers. GSK contracted Unnoyon, a local NGO, to look after the plant and to mobilize 
villagers. On March 25 2006, an MOU was signed between GSK and Unnoyon where the 
latter party was given the responsibility of the overall management of the water treatment 
plant. After nearly two years of operations by AAM, the plants were handed over to 
Unnoyon. GSK envisaged that Unnoyon and AAM would work together to make the 
water supply system successful.  
 
 There were many implications of this handover. AAM became inactive and 
thought it was the responsibility of Unnoyon to look after the plant. The earlier close 
collaboration between GSK and AAM grew weak as GSK began to rely more on 
Unnoyon to operate the plant. Unnoyon appointed one female worker to this village with 
precise responsibilities, such as creating awareness among villagers about arsenic, taking 
care of the water treatment plant and organizing monthly meetings with the AAM so that 
close cooperation between Unnoyon and AAM could be maintained. During my 
fieldwork, however, the number of water users did not increase nor was the treatment 
plant properly maintained. No meetings were held between Unnoyon and AAM and the 
female staff of Unnoyon visited the village infrequently. The plant was not properly 
maintained and an examination of the water quality revealed high concentrations of 
arsenic and iron. There were no significant differences in water quality between the 
contaminated tubewells and the water treatment plant. The plants were sitting idle 
without maintenance and operation. Clearly, the goals and objectives of providing 
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arsenic-free water to villagers remained unfulfilled. Villagers became dissatisfied and 
frustrated once again after now having seen another failed development project. 
 
 
7.4     EXPLAINING THE FAILURE OF THE 
         WATER TREATMENT PLANT 
 
It is worth exploring why such a well-intentioned and planned development project failed. 
Why did only about 20% of households subscribe to the water treatment plant, when all 
the tubewells are highly contaminated with arsenic? Why did patients who were suffering 
from the deadly ghaa reject the safe water sources? My ethnographic analysis reveals a 
number of cultural, political and technological points that were neither fully understood 
nor adequately addressed by GSK, AAM and Unnoyon. 
 
7.4.1    Different Perceptions and “The Growth of Ignorance”  
 
In his edited volume An Anthropological Critique of Development: The Growth of 
Ignorance, Mark Hobart argues that development planners not only ignore local 
knowledge but also consider it an obstacle to rational progress (Hobart 1993: 2). In order 
for the development projects to be successful, “scientific” knowledge of the “experts” 
must be implanted, ousting local traditional knowledge. Such evidence is present in the 
cases described above, where, for instance, GSK ethnocentrically assumed that villagers 
need arsenic-free water without taking into account whether villagers really value or 
prioritize arsenic-free water for themselves. The GSK authorities expected that the water 
supply project would be successful as if the villagers were already fully aware of the risks 
associated with drinking arsenic contaminated water. The project officials neither 
understood the ways in which villagers think about the ghaa nor did they prioritize any 
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extensive community mobilization programs before implanting sophisticated technology 
so that people would be made aware of the consequences of drinking arsenic 
contaminated water. Before installing a technologically sophisticated water treatment 
plant, no significant effort was made to understand the actual expectations of the villagers. 
Sufficient attention was not paid to whether villagers really valued arsenic-free water, or 
if they even wanted these mitigation technologies. Obviously, the GSK authorities 
wrongly assumed that the community would readily accept arsenic-free water as if they 
were fully aware of the consequences of drinking arsenic contaminated water.  
 
 The ways in which GSK understood arsenicosis, its detrimental health effects and 
preventive measures did not make any cultural sense in practice. As discussed previously, 
the biomedical constructions of arsenicosis, which approach it as a disease that arises out 
of drinking arsenic contaminated water, is in direct contrast to its social constructions. 
There is a clear disconnection between what GSK understood as arsenicosis and its 
popular perception as ghaa. GSK endorsed the value of biomedical knowledge by 
ignoring the local notions of ghaa as an illness that is perceived to be caused by ill fate or 
snake-bites. GSK did not really make any significant effort to understand how the 
problem was perceived and dealt with in practice. Following Hobart (1993) and Nichter 
(2008), I argue that cultural perceptions and local knowledge matter not only for 
understanding health and illness, but also for making health development interventions 
successful. In my studied village, such local knowledge of ghaa was not only ignored by 
the development planners but perceived to be the “word of the illiterate villagers”. My 
argument here is corroborated by a study by Ahmad (Ahmad et al. 2005), who 
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demonstrated a strong correlation between people‟s perception of risk and the promotion 
of mitigation technologies. As he (ibid 2005: 174) has argued:  
 
The value of arsenic-free drinking water to rural people is influenced by their risk 
perceptions, and has important implications for social acceptability of arsenic mitigation 
technologies being promoted. Evidently, if rural people do not have much concern for 
arsenic contamination despite its known dangers, and place a low value on arsenic-free 
drinking water, then the cost of mitigation technologies may turn out to be a major 
hindrance to their promotion among the rural households  
 
This discussion thus links back to an earlier chapter where I demonstrated how popular 
perceptions of arsenicosis as ghaa are shaped by the cultural, religious and environmental 
context under which villagers live. Many patients perceive this ghaa as being a result of 
poisoning due to snake-bites and not from the water, since many of them drink water 
from the same contaminated tubewell but not all are affected by the illness. Villagers, 
thus, place a low value on arsenic-free water, as it does not make any cultural sense to 
them. Development planners, on the other hand, are guided by the biomedical and 
scientific reality of arsenicosis, which disproves any cultural knowledge of the ghaa, and 
places a high value on providing arsenic-free water as the solution to this problem. This 
mismatch in risk perceptions and expectations between development planners and the 
intended beneficiaries may turn a well-intentioned and well-planned project into a failure, 
as has been evident from the ethnographic evidence I have provided thus far.  
 
There are also some cultural misunderstandings on the ground regarding 
subscription for water. Villagers did not welcome the idea of subscription, as it goes 
against the cultural norm that people have the basic right to obtain water free of charge. 
Culturally, water is considered to be free and not like other commodities that are bought 
and sold in the market. Many villagers perceived subscription as a way of selling water 
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and a type of business that offended them. As one older villager stated, “My fourteen 
generations never bought water and now we have to pay for the water...we have to buy 
water to drink. Who will buy water from them?” Another villager said, “Water is free 
everywhere. We never buy water. They have set up a machine and are charging money to 
buy water. I better use tube-well water”. The committee was aware of this issue and 
informed GSK about villagers‟ concerns. In reply, GSK wrote: 
 
Apparently it may seem that we are selling water. This is not true, however. We want to 
come out of such misconception. We want villagers, irrespective of rich and poor, should 
get the benefit of arsenic-free water. Everyone should drink arsenic-free water. If 
everyone gets involved, the amount of subscription would also be nominal.  
 
GSK knew that some degree of financial contribution would create ownership and make 
the project sustainable. However, in reality, such a subscription did not make any cultural 
sense to the community being served. No assessment was done during the project 
planning phase to evaluate whether villagers would be willing to pay for water. There is 
thus a clear gap between the perceptions of the development planners and the villagers on 
the value of water. Surprisingly, the level of community mobilization and awareness 
creation required to minimize this gap was virtually absent in the project. Neither GSK 
nor Unnoyon took any initiative that could accommodate different knowledge systems to 
achieve a broader understanding of arsenicosis which might foster possibilities for greater 
success and the sustainability of the project.  
 
7.4.2    The Politics of Participation 
 
There were also some problems with making the project participatory. Although GSK 
envisaged that the formation of AAM would ensure community participation, it failed to 
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take into account the internal politics and the class hierarchies within the community. 
Those who had formed the earlier committee for the BAMWSP project were again 
involved in the new committee of AAM. In no way can the committee be said to 
represent different age, sex and class groups within the village. Those who were in the 
AAM committee were mainly the village elites and politically influential Union Parishad 
officials. There was virtually no representation of lay villagers and women in the 
committee. When asked if they were involved in any capacity in the committee, many 
villagers replied in the negative, stating instead that it was the headmaster, Khan Morol, 
and the UP Chairman who knew everything about the project. One villager commented:  
 
Many times we see them meeting in the school. I do not know what they do inside. We 
cannot go in to see what they are doing. They make all decisions. They informed us about 
the plant and asked us to get water from there…that‟s all. (Interview with Mr. Keramat, a 
village farmer, August 25, 2006) 
 
When asked how representative the committee was, the headmaster defended it thus: 
 
It is not possible to take everyone into the committee. It is always good to keep the 
committee small. Sometimes they do not understand many technical things. If someone is 
taken into the committee, others would be unhappy because they are not selected. There 
are many politics in the village. So, it is better to make a small committee. We make 
decisions but share them with the villagers later on. (Interview with the headmaster 
August 20, 2006)     
 
Although the claim was made that lay members of the community were involved in the 
project, in reality, only a few politically influential village elites formed the committee 
and decided where the plants were to be installed, how much was to be charged for the 
water, and who was to take care of the systems. Lay villagers did not have any say in the 
decision-making processes. Once the decisions were made, they were then shared with 
the villagers. Even the decision-making process within the committee was not as smooth 
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as expected by GSK. Some members were politically more powerful and were able to use 
their power to influence the decision-making process. One example of such a conflict is 
over the question of how to distribute water. Although the committee had proposed a 10 
taka subscription rate for water, the Union Parishad official insisted that water should be 
provided free of charge. The caretaker of the plant said: 
 
He [a member of the Union Parishad] does not understand the situation. He wanted the 
plant to be under Union Parishad. That means, he will be in power and have control over 
the plant. They are the nonsense people…they do not understand the reality. He thought 
if water was given freely, people would vote for him in the coming election. Because of 
his insistence water was given for free for the first two weeks. GSK was unhappy with 
this decision and the committee also protested against it. If the plant is to run, money 
must be generated from it. The committee then fixed 10 taka as the water subscription 
rate.  (The plant caretaker, September 10, 2006)     
 
It is thus evident that the politically influential UP official wanted the water to be 
distributed for free in order to win the upcoming election. He wanted to use the water 
treatment plant as a political platform to accumulate votes. This decision was highly 
opposed by other committee members and created tension among them. Besides such 
political disagreements, the issue of the accountability of the committee members, 
particularly on monetary matters, was also put into question. Many villagers informed me 
that the revenue generated from water subscription had either been misappropriated or 
misused in a non-transparent manner, since the committee did not disclose any of its 
financial matters to villagers. Thus, an environment of distrust between villagers and the 
committee emerged. GSK failed to understand these internal politics and considered 
participation as an apolitical and voluntary project. It wrongly presumed that any 
initiative to provide arsenic-free water would be applauded by the community. In reality, 
however, rather than ensuring the provision of arsenic-free water, the project ended up 
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with unintended consequences such as political conflict and the establishment of distrust 
between various stakeholders. 
 
7.4.3    Conflict between AAM and Unnoyon 
 
Another reason why the project failed is because of a persistent conflict between 
Unnoyon and AAM. Although GSK envisaged that a close collaboration between 
Unnoyon and AAM would strengthen the smooth operation and maintenance of the water 
treatment plant, this did not materialize on the ground. AAM was displeased as the 
treatment plant, which was initiated and run by AAM, was handed over to Unnoyon. This 
handover offended the AAM authority and they considered it as a way of discrediting 
them. One member of the committee said, “Our association installed the plants. We have 
been operating it for two years. Now the ownership has been transferred to Unnoyon. In a 
way, the plants have been taken away from us. This is a discredit to us”. The local 
committee thus became unmotivated and uninterested in running the plant and also in 
cooperating with Unnoyon.  
 
 No precise guidelines were drawn up on how to maintain collaboration between 
AAM and Unnoyon. Instead, there was confusion about the roles that the different groups 
were to play in this project. As a result of this ambiguity, conflict between the staff 
members of Unnoyon and AAM was inevitable. The Unnoyon staff considered 
themselves accountable to the Unnoyon authority whereas the AAM caretaker considered 
himself accountable to the local management committee. The Unnoyon staff expected the 
AAM caretaker to follow her orders but the latter did not consider this to be the case. 
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Rather than cooperating with each other, they were involved in antagonisms, which made 
the caretaker unhappy. He attempted to resign from his position. As he explained: 
 
I have been in conflict with her since the beginning. She never came to the village on 
time. She was always late and asked me to manage the villagers. How could I do that? 
Sometimes she was late and I had already been out for my own agricultural work. She 
complained that I did not give her enough time. She complained that my behaviour is 
rude and I did not give enough water to the villagers. I did not get enough pay but she 
ordered me to do this or do that. I do not do her job, why should I follow her orders? This 
is impossible. One day a meeting was going on and a lay villager came in. She shouted at 
him to go out and behaved roughly with him. The villagers did not like this. One day she 
ordered that if I have to do this job, I have to do this the way she wants me to. Do I work 
under her? I work for the villagers not under her. Who is she to order me around? Several 
times I wanted to resign. But the headmaster always asked me to remain patient and 
continue (Interview with the plant caretaker, September 10, 2006). 
 
The local caretaker was clearly frustrated and felt that he was not being paid enough for 
the work that he did. The MOU that guided the handover process also did not clearly 
specify the roles and responsibilities of Unnoyon and AAM staff members. Thus, the 
ambiguity of responsibilities and unclear chain of command created tensions among staff 
members of both organizations. The Unnoyon staff blamed the local caretaker for not 
cooperating with her whereas the caretaker questioned her authority. Early enthusiasm for 
the project had largely waned by then, since the hostilities between them had created an 
apathetic work environment. Attempts at creating awareness among the villagers were 
heavily affected by this deteriorating relationship. The Unnoyon staff became irregular 
not only at paying door-to-door visits for their motivational work but also in organizing 
monthly meetings. While I was conducting fieldwork, programs for awareness creation 
among the villagers were practically non-existent. Staff members of both AAM and 
Unnoyon appeared to be frustrated as none of them had any idea how to improve the 
situation. As the headmaster said:  
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We obviously want the treatment plant to continue, because we need arsenic-free water. 
But I do not know how to continue it. The plant is not working properly and there are 
many problems. Unnoyon has already informed us that they are no longer interested in 
this plant. I do not know what is going on here and who is going to take responsibility for 
the plant (Interview with the headmaster September 11 2006).          
 
Villagers were aware of the hostile relationships. On many occasions, villagers expressed 
their discontent of the water treatment plant. As one villager commented, “They are more 
busy fighting with each other than running the plant to provide arsenic-free water”. 
Another villager was agitated about this and stated: 
 
Previously there was a problem between the Union Parishad Chairman and the 
committee. That problem was somehow managed. But now there is another problem 
between the staff of Unnoyon and the village caretaker. The problems started from the 
beginning. How are they going to solve the problem? Will they solve the problem or run 
the plant for water? (Interview with Mr. Khan, August 23, 2006) 
 
Other villagers made fun of these problems. One villager jokingly said, “They [GSK] 
came to provide arsenic-free water, but created problems. Rather than providing water, 
they are now quarrelling with each other. We do not need water but stop the hostility”. 
Clearly, antagonistic and hostile relationships among the various stakeholders 
jeopardized the overall project activities. Villagers, who were meant to be the ultimate 
beneficiaries of this project, were also dissatisfied as the volatile relationships adversely 
affected the smooth operation of the plant. In this way, a well-intentioned project to 
provide arsenic-free water ended up being frustrated and full of antagonisms.            
 
7.4.4    The Technological Burden 
 
Besides these cultural and political drawbacks, there were some technical burdens on this 
project that ultimately contributed to the non-functioning of the plant. The first of these 
technical problems was the scarce supply of electricity. The electricity supply is 
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particularly insufficient in the village and especially irregular during the summer months, 
when the electricity remains turned off most of the time. The consequences of this 
shortage are obvious. As I have already mentioned, the water treatment plant was run 
using electricity to accumulate water from the ground. The scarcity of electricity severely 
hampered the operation of the machine. Most of the time, the overhead tank remained 
unfilled as the pump could not be operated. As a result of the inadequate water supply in 
the overhead tank, the plant failed to produce enough treated water to meet the demands 
of villagers. Villagers who subscribed to the plant water were unhappy and could no 
longer justify subscribing to the arsenic-free water. One subscriber said:  
 
During the summer months, the demand for water is very high as people drink more 
water during this time. But the plant cannot provide enough water. The caretaker always 
says that there is no electricity to run the pump-machine. We are then bound to drink 
water from the contaminated tubewells. If we have to drink arsenic contaminated water 
from the tubewells, what is the point of subscribing to the plant water? We do not get 
water but at the end of the month we have to pay the bill (Interview with Mr. Ahmad, 
September 26, 2006).         
 
Thus, the failure of the plant to produce arsenic-free water obligated subscribers to drink 
contaminated tubewell water. One villager angrily suggested that the plant should cease 
operations permanently since it could not produce enough water to meet the demand. He 
said, “We do not just want to see these machines, we want water. If these machines do 
not work…if we do not get water from there, what is the value of this machine?” 
Sometimes subscribers quarreled with the caretaker if they did not get water from the 
plant. The caretaker seemed to be helpless and frustrated. He explained to me: 
 
I do not know in what inauspicious moment I took this responsibility. Villagers comment 
badly. How can I give them water if there is no supply? Is this in my hand? If I cannot 
run the pump machine, how can water be supplied? The villagers do not understand 
this…they just want water (The plant caretaker, September 10, 2006).  
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Besides the irregular supply of electricity, the situation was further exacerbated 
due to falling water levels during the summer months. The shallow tubewell attached to 
the pump-machine could not reach the water level in order to accumulate it when the 
level was so low. While the machine was being installed, some villagers did inform the 
technician that the water levels fall sharply during the summer months and had requested 
for a deep-tubewell rather than a shallow-tubewell so that water could be accumulated 
during the course of the entire year. However, the plant technician did not realize the 
actual local geological formation and thought that a shallow-tubewell would be sufficient 
to reach water levels. This did not happen and it became very difficult to obtain water 
during the summer months, as mentioned above. The technician was called in to fix the 
problem but he failed to do so. The headmaster explained the situation thus: 
 
The technicians came to the village in August when the monsoon had just ended. I asked 
them whether we should get water during the summer. They replied that it should not be 
a problem and that water should be available all year round. But our experience is 
different as in the summer; most tubewells do not reach the water level. The same thing 
happened to the plant - the water level could not be reached. We informed the technician 
and he tried to dig deeper into the aquifer. It was not successful. The plant mostly 
remains non-functioning during the summer. Villagers lost interest because they did not 
get water from the plant at that time of the year (Interview with the village headmaster 
October 02, 2006).     
 
Clearly, the technician had failed to understand the actual environmental and technical 
contexts under which the plants were to be operated. Ignoring the villagers‟ request, the 
technician installed a shallow-tubewell that failed to access the water levels during the 
summer months. In addition, a technically sophisticated water treatment plant was 
installed, which was to be operated with electricity, without taking into consideration the 
local context in which the electricity supply is very scarce. This led to the non-
functioning of the system. Thus, in the name of providing arsenic-free water, a badly 
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designed and technically defective system has been imposed on the community which 
they do not like.  
 
7.4.5    Water Quality: Fear, Suspicion and Taste 
 
In a letter dated August 24, 2004, AAM expressed its concerns to GSK about the water 
quality of the plant. AAM informed GSK that the water appeared to be reddish if it was 
stored in the pitcher and that a layer of sediments was observed on top of the water. Many 
subscribers feared that the system was not effectively removing arsenic from the water. 
They stated that the taste of the plant water had previously been light (halka) but that it 
had subsequently become heavy and dirty. They attributed this to the suspicion that the 
plant had failed to remove iron from the water. As a result of these suspicions and the 
deteriorating water quality, many villagers withdrew from the water subscription. The 
headmaster explained why the number of subscribers had dropped in the following way: 
 
It is mostly because of the water quality. Previously the water was light and clean but 
now it is reddish and tastes heavy. People can not understand this because previously 
they got clean water but now it is not as clean as before. They think that there may be 
arsenic in the water. We sent the water to the laboratory and high concentrations of 
arsenic were found. In fact, there is no difference between the water from the tubewell 
and the water from the plant. When people came to know about this, they stopped 
collecting water from the plant. (The village Headmaster, October 02, 2006)       
 
One reason why the plant failed to produce clean water is because of its poor 
maintenance. The arsenic and iron removal filters of the plant needed to be changed after 
a certain period of use. Because of financial constraints, however, these filters could not 
be purchased and changed as required, which resulted in poor quality water being 
dispensed from the plant. During my fieldwork, I found the water treatment plant sitting 
idly on the school grounds, waiting to be repaired by someone. The bewildered AAM 
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committee members did not know anything about when the plant was to be fixed. The 
Unnoyon staff had stopped visiting the village and taking care of the plant. No one took 
the responsibility to repair the plant, which was left unsupervised and stood idly. The 
community was frustrated and sometimes annoyed to have witnessed such a waste of 
money, as one respondent said, “How much money do they waste re” (koto taka nosto 
kore re). During my fieldwork, I found villagers drinking water from the highly 
contaminated tubewells, as they did before the arrival of the project. The goals and 
objectives of GSK to provide arsenic-free water and to save villagers from the deadly 
ghaa remained totally unfulfilled.  
 
 
7.5    CONCLUSION 
 
I started this chapter by referring to a local TV commercial that is relevant to 
development projects implemented in the village. Villagers, upon witnessing these failed 
development projects, began mimicking the advertisement, saying “how much money do 
they waste re” (koto taka nosto kore re) to refer to the ways in which money has been 
wasted in the name of development projects. This chapter has demonstrated that the 
failure of these arsenic mitigation strategies is due primarily to a mismatch in the 
understanding of arsenicosis on the part of the villagers and the development experts. 
Development planners, who are guided by the biomedical reality, assumed that the 
solution to the problem is the provision of arsenic-free water and that any project to 
supply arsenic-free water would be welcomed by villagers. However, they grossly failed 
to understand the ways in which villagers make sense of arsenicosis and whether 
villagers really prioritize or value arsenic-free water as the solution to the problem. No 
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assessment was done to understand whether villagers are really aware of the detrimental 
health effects of drinking arsenic contaminated water. Moreover, the amount of 
mobilization and awareness creation required informing villagers about the health 
impacts of drinking arsenic contaminated water and to motivate them to change their 
water-consumption behaviour were grossly inadequate in these projects. My ethnographic 
evidence has therefore led me to conclude that the ways in which development experts 
perceive arsenicosis and prioritize solutions to this problem do not match actual 
perceptions, expectations and prioritizations of lay villagers, leading to desirable and 







THE RELEVANCE OF CULTURE 
 
I went to Southwestern Bangladesh to explore two specific research problems: firstly, 
why do arsenicosis patients, despite having fairly easy access to biomedicine, utilize 
alternative healing services, and secondly, why do individuals who are suffering from 
deadly arsenicosis reject options for arsenic-free water that could save them from this 
disease? To answer these questions, I have seen it crucial to focus on how arsenicosis is 
variously understood and responded to by different social actors. I examine how 
individuals, who are suffering from an illness biomedically categorized as arsenicosis, 
understand, experience and respond to its presence in their everyday lives. I further 
explored how arsenicosis is biomedically and officially constructed and the ways in 
which such constructions depart from the social construction of ghaa. I was then able to 
explain the consequences of such a disjuncture for health-seeking behaviour of subjects 
and their participation in mitigation strategies. This study is thus an ethnographic analysis 
of a particular disease, biomedically labeled as arsenicosis, but understood and 
experienced by lay villagers using a very different cultural logic and worldview. I briefly 
offer some of the outcomes from my inquiries with particular theoretical and practical 
implications.  
 
One key objective of this study was to examine how arsenicosis is biomedically, 
scientifically and socially constructed. From a biomedical perspective, arsenicosis is 
approached through particular patho-physiological and clinical manifestations, such as 
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melanosis, keratosis, hyperkeratosis, gangrene and carcinogenic consequences. 
Arsenicosis is thus scientifically defined as a disease that affects and alters biological 
functioning of almost all internal organs of the affected individuals. Biomedical research 
has further established that drinking arsenic-contaminated water is the primary cause of 
this disease so defined. Biomedical treatment of arsenicosis is thus limited to preventive 
measures, such as refraining from drinking arsenic-contaminated water and management 
of physical symptoms. This is a dominant mode of understanding the disease and one that 
is accepted by many other agencies in Bangladesh.    
 
Beyond such biomedical and scientific explanations, I also examined how 
arsenicosis is socially constructed by individuals who are suffering from this disease. 
Throughout the fieldwork process, I was guided by the question of the extent to which 
villagers know about arsenic or whether the English word and its scientific understanding 
of arsenicosis make any sense to a predominantly Bengali speaking rural community. My 
ethnographic evidence suggests that villagers‟ possess a different set of knowledge and 
use different a language when they talk about what biomedical practitioners label 
arsenicosis. In their everyday language arsenicosis is socially understood, explained and 
experienced as ghaa. As has been discussed in Chapter Five, rural Bangladeshis‟ 
perceptions of health and illness in general and ghaa in particular are guided by specific 
socio-cultural, religious and environmental contexts, under which they live. Thus, 
although I went to study what has been biomedically defined as arsenicosis, I found the 
description ghaa in practice. Many villagers strongly believed that ghaa is a result of 
poisoning due to snake-bites that makes sense in an ecological context where snake-bites 
are very common. Villagers also categorized poison based on its severity. The poison that 
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causes ghaa was believed to be a strong poison (kothin bish), which cannot be cured even 
with biomedical treatment. Villagers have also well-developed ethno-taxonomies and 
categorizations to differentiate ghaa from other skin diseases. Unlike other skin ailments, 
ghaa is understood to be chronic and persistent which flares up (bare) sometimes 
whereas diminishes (kome) at other times, but never goes away permanently (fire ase). 
Such a recurrent characteristic is considered to be a major point of departure between 
ghaa and other skin ailments.  
  
Yet, many others strongly believed that fate (kopal) is an indispensable factor in 
determining who will be affected by ghaa. Such a belief is strongly grounded in fatalistic 
explanations and logic of divine agency. To answer the question: “why on me?” many 
villagers hold that ghaa is fated and as such entirely beyond human control. It is a 
predominant perception amongst villagers that ghaa is a curse of Allah (allar gojob) 
inflicted on humans due to past transgressions and disobeying of divine rules. Many 
villagers thus rationalize ghaa by saying that this disease and its sufferings are inevitable 
and a mechanism through which past transgressions and bad deeds would be washed 
away.  
  
Clearly, biomedical and social constructions of arsenicosis do not match each 
other. In rural Bangladesh, as in other places, water is valued culturally as life-affirming, 
thus making it difficult to think of it as containing poison. Moreover, not everyone is 
affected by ghaa even though they drink water from the same apparently contaminated 
water sources. Therefore, the biomedical argument that arsenicosis originates from 
poisoned water does not convince affected individuals. This reflects how popular 
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knowledge of ghaa departs significantly from scientific and biomedical constructions of 
arsenicosis. Based on this argument, one core concern of this study has been to 
demonstrate the implications of such disjuncture for health-seeking behaviour of subjects 
and their participation in mitigation strategies.  
 
To answer the question of why arsenicosis patients rely extensively on alternative 
healing services, despite reasonably easy access to biomedicine at the UHC, my 
ethnographic evidence suggests a strong correlation between the social construction of 
ghaa and the ways in which such a construction shapes health-seeking behaviour of 
subjects. Since ghaa is predominantly believed to be caused by snake-bites and blood 
poisoning, it is understood that, to be effectively cured, such poisons must be removed 
from the body, something that is perceived can only be performed by the religious hujur, 
with his blowing water (pani-pora), or by the village kobiraj, through his herbal 
medications (gasra oshudh). Therefore, after noticing the appearance of ghaa, patients 
prefer visiting a hujur or a kobiraj whom they consider possess the right expertise to 
drive-out poison from the body, something which biomedicine does not claim to treat. 
My ethnographic evidence further suggests that ghaa is believed to be preordained, fated 
and a divine curse. Thus, to get rid of such ghaa, patients approach a religious hujur, who 
is believed to have the right capacity to solve the problem through chanting (jhar-fuk), 
blowing water (pani-pora) and amulets (tabiz). Many patients further believe that only 
solemn prayers and apology to God for previous transgressions will save them from such 
a devastating misfortune.  
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My ethnographic evidence further reveals that visits to UHC for allopathic 
treatment of ghaa often ended in frustrations and tensions. Biomedical doctors do not 
adequately explain the causes of such ghaa; rather they suggest blood tests and other 
expensive clinical investigations which patients consider redundant or unnecessary. 
Patients‟ visits to the hospital are guided by the expectation of necessary medication, 
which will cure ghaa. Biomedical doctors, however, prescribe preventive measures such 
as refraining from drinking contaminated water which does not make cultural sense on 
the ground, making patients dissatisfied as their expectation of getting medication 
remains unfulfilled. Thus, patients find it pointless to seek treatment from biomedical 
practitioners and continue drinking contaminated water despite clear biomedical 
disapproval of it. Biomedical knowledge and authority are thus ignored, by-passed and 
not acted upon by patients on the ground. Patients prefer to seek alternative healing 
services, since the cultural notions of ghaa render patients‟ construction closer to the 
principles of alternative healings. As such, both parties are on the same platform, share a 
comfort zone and can mutually negotiate a congenial healing route. Additionally, unlike 
biomedical treatment, alternative healings are easily accessible, not to mention 
inexpensive, rendering them to be popular and affordable options for many poor patients 
in rural Bangladesh.    
 
To answer another question of why arsenic mitigation strategies fail requires one 
to revisit the ways in which arsenicosis has been variously understood. As has been 
demonstrated previously, arsenicosis has been socially constructed as ghaa, which is 
explained through specific socio-cultural, religious and ecological contexts, with little or 
no relationship to the consumption of arsenic-contaminated water. On the other hand, 
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development planners, conforming to the biomedical and scientific explanations of 
arsenicosis, realized that providing arsenic-free water is the solution to this problem. A 
clear disparity is evident here between cultural understanding of ghaa and development 
planners‟ construction of arsenicosis. Development officials assumed that any project of 
arsenic mitigation strategy would be welcomed by villagers as if the latter are well-
informed about the health impact of consuming arsenic contaminated water and would be 
ready to participate in these projects. Without adequately understanding local needs and 
priorities or whether villagers really value arsenic-free water, development planners 
imposed these projects on the community together with all the assumptions they made 
about the causes of the disease and its solutions. Villagers who were used to securing 
water from tubewells for convenience were asked by development experts to drink water 
from the project-provided dug-wells and pond-sand filters, which were perceived by 
villagers as “traditional” and “backward” and thereby rejected as an option. The overall 
failure of the projects is an outcome of all these factors.  
 
These projects have further created technological burdens for the community. 
Ignoring the local geographical reality, the project provided shallow-depth dug-well and 
pond-sand filter which failed to access water-level during the summer months, when 
demand of drinking water is very high. The water that came out from these deep-tube 
wells was salty, reddish and undrinkable. The sophisticated water treatment plant 
provided by GSK was also of no use, since there was inadequate electricity supply in the 
village to run the system. Thus, technically faulty and ecologically impractical mitigation 
options were imposed on villagers, which they did not like. 
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There have also been some political consequences of intervention, leading 
towards project failure. Although these projects promoted community participation and 
participatory decision-making process, in reality village elites and local political leaders 
represented the community. By marginalizing lay villagers, young and enthusiastic 
individuals, village elites and politically influential individuals became members of the 
implementation committee. Thus, in the name of participatory development, a top-down 
and authoritative development project was implemented, where village elites and 
politically influential UP officials played key roles in overall decision-making for the 
community. The issue of supplying arsenic-free water has been variously taken up and 
strategized by various interest groups. The UP officials insisted that arsenic-free water 
should be given free of charge and thereby using the water treatment plant as a political 
platform for accumulating votes for the next round of election. Villagers, on the other 
hand, were dissatisfied that their hard-earned money has been wasted in the name of cost-
sharing. The local management committee and Unnoyon emerged in conflict over the 
issues of control, power and authority of the water treatment plant. Thus, a non-political 
health matter of ghaa preeminently emerged as a political phenomenon on the ground. As 
“unintended consequences of development” (Ferguson 1990), these projects, which might 
provide arsenic-free water to reduce morbidity and mortality, have in fact resulted in 
political tensions and conflicts among different stakeholders, leading to potentially useful 
and desirable water supply projects into failure.  
 
Having outlined the main findings and arguments of this thesis, this study 
proposes specific theoretical insights as well as practical recommendations in medical 
and development anthropology. This thesis has clearly demonstrated that arsenicosis is 
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not just a disease manifested in biological dysfunctions of bodily systems; rather it is 
experienced by patients as an illness that intersects with socio-cultural, political and 
ecological factors. It is also not a micro phenomenon played out in everyday life, but also 
shaped by and linked with the global capitalist enterprises through development projects. 
This thesis thus calls for a theoretical openness to examine any health issues which must 
be studied in broader socio-historical and political-economic frameworks and, at the same 
time, to document how such political economic forces are negotiated, challenged and 
reinterpreted by subjects on the ground. In this regard, I find both critical medical 
anthropology (Baer 1982; Singer 1985, 1990; Baer and Singer 1995) and social 
constructionism (Schutz 1962; 1967, Schutz and Luckmann 1973; Berger and Luckmann 
1966) useful to examine arsenicosis holistically.  
 
This study also proposes rethinking of medical pluralism, which is much more 
complex and problematic in rural Bangladesh than exemplified in the social science 
literature. Conceptually, the ways in which medical pluralism has been defined as the 
“coexistence of different medical systems” discounts many monolithic and dynamic 
characteristics of the medical diversity in practice. As evidenced by my ethnographic 
findings, practitioners of different medical systems borrow modalities or therapeutic 
procedures from other systems. The kobiraj increasingly uses biomedical ointments 
whereas the village allopathic doctor prescribes blood purifying herbal tonic for treating 
ghaa. Such tendencies of crossing therapeutic boundaries produce syncretic practices 
adding new direction in the study of medical pluralism. Thus, the notion of medical 
pluralism must be re-conceptualized to incorporate an assorted internal dynamics and 
syncretic medical practices within it. Different medical systems within a pluralistic 
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setting are no longer considered to be isolate or discrete entities; rather medical pluralism 
can now be studied as a “multiplicity of healing techniques, rather than of medical 
systems” (Stoner 1986: 46).  
 
This study further proposes a re-conceptualization of health-seeking behaviour 
within the medically plural setting. As is evident in my study, in search of a “good 
doctor” (valo daktar), rural Bangladeshi patients do not mind travelling reasonable 
distance and even crossing the national boundary to take part in the global health care 
services. This thesis thus challenges the boundary of medical pluralism, particularly due 
to the advent of globalization, as people now have choices to take part in the global 
medical marketplace. Following Nichter (2002) I argue that the boundary of “therapy 
managing group” needs to be re-conceptualized to incorporate extended social networks 
across national boundaries, as my study suggests, rural Bangladeshis, with the assistance 
from their relatives living abroad, crossed the national border to seeking health care 
services from Kolkata, India. 
 
Beyond such theoretical contributions, I am aware that my research carries 
specific policy implications and practical suggestions for further public health and 
development interventions. One key finding of my research is that the modes in which 
development projects are conceptualized and implemented are critical. We know that 
most such projects are grounded in biomedical conception of arsenicosis, whereas lay 
constructions are rooted in a very different understanding of how and why arsenicosis 
occurs. Thus, there is no synchronization between these two sets of explanations. How 
can this lay knowledge be incorporated into development projects - is a key question? In 
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light of these two failed development projects, this study reinforces the idea that local 
socio-historical, political and ecological contexts are crucial in making development 
projects successful (Friedman 2006; Ferguson 1990). This thesis further suggests that 
NGOs and development activists need to know how people on the ground understand, 
define and prioritize their problems. It would be useful for the project planners to listen to 
villagers who are handling the situation on a day to day basis. A bottom-up approach with 
more meaningful community participation would be helpful. Lay committees should not 
only be constituted by politically influential and elite members of the village, but young 
and enthusiastic individuals who are willing to take part in the development process 
could also be incorporated. A fair representation from all walks of life would ensure 
meaningful community participation in the development projects. Diversity of viewpoints 
is important as a mechanism that checks and balances domination and monopoly by 
agendas and political interest of the powerful.   
 
Furthermore, awareness creation on the ground can be a rigorous and persistent 
component of development and public health projects. My ethnographic findings suggest 
that the languages to be used for awareness creation and message dissemination could 
conform to local vocabularies and knowledge systems. For example, instead of using the 
English word arsenicosis, the local term ghaa could be used in the billboards, leaflets, 
and awareness campaigns, so that villagers could relate these messages to their everyday 
lived experiences. An information booth could be opened in each village where villagers 
could obtain relevant information about arsenic contamination, its health impact, and 
treatment options. Appropriate health promotion and educational programs could be 
designed so that the link between drinking arsenic-contaminated water and the disease 
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can be conveyed more effectively. There is already awareness amongst development 
planners and biomedical practitioners that a culturally appropriate health education 
program is important in bridging the gap between public health, development planners 
and lay knowledge base. Examples of such health education efforts are many, for 
example, hypertension management in Africa (Walker 2000), mental health education in 
Canada (Cumming and Cumming 1955), and AIDS in Africa (Gwede & McDermott 
1992; Airhihenbuwa 1989). My thesis, which is rich in ethnographic data, can be useful 
in this direction to formulate culturally approachable health education and awareness 
programs about arsenicosis.   
 
Moreover, discussions of arsenicosis could be incorporated into school text-books 
so that students could be exposed to the issues and disseminate the information to family 
members. Since many villagers have access to radio and television, mass media could 
also play an important role in disseminating information about arsenicosis. The 
government could employ the existing health assistants at the village level for 
disseminating information about arsenicosis to the villagers. These health assistants 
might pay door-to-door visits in order to make the villagers aware of arsenic 
contamination in water and its detrimental health effects. Last, but not the least, my 
ethnographic findings suggest that the local culturally acceptable strategy of 
disseminating information about arsenicosis might include alternative healers, the village 
Imams and religious leaders, who could be equipped with basic information about the 
dangers of arsenic contamination for health and disease. They could then serve as 
mediators between health planners and lay communities.        
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Finally, I am aware that anthropologists alone cannot solve this pervasive health 
crisis faced by rural Bangladeshis. Although my ethnographic account of arsenicosis is 
rich in first hand, socio-cultural data, which to my mind is a highly valuable contribution, 
this approach only unveils one dimension of this complex phenomenon. A more effective 
approach that addresses the complexity of arsenicosis would necessarily have to be 
multidisciplinary in incorporating insights from public health discussions, development 
policy formulations, biomedical logic, and lay discourse. However, I believe that the rich 
socio-cultural data generated by my ethnographic research is meaningful to the end that it 
highlights the contrasting conceptions of the disease amongst different categories of 
social actors. Fighting this pervasive public health disaster in rural Bangladesh requires 
these varied actors- biomedical practitioners, development planners and lay villagers- to 
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